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The problem of etiology of essential and malignant hy- 
pertension remains all important because the day must 
come when treatment will be meshed with it, rather than 
follow the current practice of treating hypertension of 
different causes with the same remedy. Knowledge of 
etiology is, however, in a state of flux, as can be appre- 
ciated from recent reviews.' Much of what I shall say 
about treatment probably will be ephemeral, though it 
now represents the views of my associates, Drs. A. C. 
Corcoran and R. D. Taylor, as well as my own. 


SEDATIVES AND PROPYLTHIOURACIL 

Drugs such as phenobarbital or mixtures of chloral 
hydrate and potassium bromide are probably the most 
useful means of promoting daytime relaxation without 
too much sleepiness. We do not use sedatives as a routine 
although in some unusually tense patients their effect is 
gratifying. Excessively irritable, anxious, and difficult pa- 
tients are several complaints ahead of the physician. 
There is nothing he can suggest that they haven't already 
tried, usually with dire results. In these we have had some 
success with propylthiouracil (200 mg. four times a day). 
After about a month the patients quiet down and a start- 
ling reversal of their behavior pattern may occur. We 
have not had enough experience with this drug, or with 
the more lasting effects of I'*' as used by Herrman Blum- 
gart, to evaluate the long-term response. 


DIET 

In overweight hypertensive patients the total caloric 
intake should be reduced, and that marks about the only 
area in which agreement exists. Starvation or inadequate 
diets lead to blood pressure reduction, but at the cost of 
well-being. The problem of the effect of sodium intake 
on blood pressure has been the most contentious of all. 
Allen and Sherrill * no doubt saw many good results years 


ago from salt restriction. Grollman and his associates * 
refined the treatment by more exacting requirements. But 
there are many who have yet found no convincing evi- 
dence in favor of such diets.‘ The problem has been re- 
viewed so adequately,’ that I need not do it again. 

From the experimental viewpoint it is clear that hyper- 
tensive animals respond in different ways to salt depri- 
vation. For example, the blood pressure of rats with their 
kidneys wrapped in silk is highly responsive to the salt 
content of the diet. This is in sharp contrast to dogs. The 
contrasts are quite as sharp among patients. Some re- 
spond very satisfactorily and others not at all. My col- 
leagues and I have the impression that about one quarter 
respond satisfactorily to salt restriction." In general, the 
percentage of claimed clinical success rises as the 
study of the patients becomes increasingly lax and 
uncritical. Without a most rigid control, to maintain a 
diet containing less than 200 mg. of sodium is impracti- 
cal. It is doubtful that diets which provide more than 
500 mg. of sodium affect arterial pressure. Congestive 
failure and other edemas usually require much less dras- 
tic restriction. It is the unusual patient who can follow the 
diet successfully out of the metabolic ward, and studies 
made without the most exacting control have greatly con- 
fused the field. Even under the best conditions only a 
minority can expect any substantial benefit. Nevertheless, 
this minority is not inconsiderable, and the drastic low- 
sodium diet, if used under close supervision, is valuable. 
We build the diet around a salt-free milk (lonalac* ) , pota- 
toes (especially baked), oleomargarine, and sugar and 
are able to provide not only adequate calories but also 
a satisfying variety of reasonably priced foods. Salt sub- 
stitutes may or may not be used according to individual 
taste. With a little ingenuity a good variety of foods may 
be prepared which are salt-free. Possibly we should call 
this our “potato diet.” Recently an excellent “salt-free” 
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cookbook has been made available by the American 
Heart Association and still another on how to prepare 
salt-poor foods.’ 


CATIONIC EXCHANGE RESINS 

Dock * first suggested the use of these substances as 
an aid to maintenance of low sodium intake. My col- 
leagues and I" have used a 50-50 ammonium-potassium 
resin for our experimental work. The added potassium 
prevents potassium deficiency. We studied the effects of 
a variety of doses but concluded that 15 to 20 gm. three 
times a day was probably practical for treatment of con- 
gestive cardiac failure and like conditions. In one known 
sodium-responsive patient, the resin was fed at varying 
levels and with varying amounts of sodium for months. 
Several facts emerged from this: First, a dose of 180 gm. 
of resin could be given without ill-effect over 25 weeks; 
however, this patient's hypertensive cerebrovascular dis- 
ease had resulted in what amounted to prefrontal lobot- 
omy. Next, the ratio of sodium absorbed to resin ingested 
varies with sodium intake. At an intake of 1.7 gm. sodium 
and 180 gm. of resin the mean adsorption was 1.5 gm.; 
at an average palatable dietary sodium level of 2.4 gm. 
and an acceptable dose of resin (45 gm. daily) only half 
the sodium was adsorbed; doubling the resin dose only 
brought urine sodium down to about 0.5 gm. daily. Since 
this is the maximum level of urinary sodium we have 
found consistent with a hypotensive effect from sodium 
restriction, it follows that this resin combination is an 
adjuvant only, not a substitute for sodium-poor diets. It 
is a pity that patients have been given the idea that resin 
is a simple answer to the low-salt diet. Such unwise over- 
emphasis may prejudice the status of these useful com- 
pounds. While taking resins some patients complain of 
constipation and a feeling of fullness. The major com- 
plaint is one of a chalky, gritty feeling in the mouth after 
swallowing them. All would agree that they are no gastro- 
nomic delight. In the presence of renal insufficiency they 
may be dangerous. 

There are dangers in the use of drastic low-salt diets. 
The injudicious use of mercurial diuretics and excess loss 
of sodium either by sweat in hot weather or during the 
polyuria and vomiting of the terminal phase of renal 
failure are probably the commonest causes of excessive 
loss of sodium to the body. The low-salt syndrome and 
hypochloremic uremia are well known. A sudden change 
for the worse in patients on restricted diet should alert 
the physician to the possibility of these conditions, and 
indicates immediate action on his part. 


RICE DIETS 

The rice diet has been accorded an unjustified degree 
of uniqueness. It is low in salt and cholesterol, low in 
calories and nitrogen, and monotonous. It is best pre- 
scribed with messianic zeal and unadulterated faith in its 
virtues. Such an approach endangers the possibility of 
scientific evaluation of its effects. For those patients with 
exceptional zeal, who would respond to low-salt diets, the 
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rice diet can be of benefit. If the patient is satisfied, there 
seems to be no good reason why the diet may not be con- 
tinued for months; but whether it may be continued for 
years remains a question. 

The few investigations ® where the rice diet and the 
low-sodium diet have been adequately compared leave no 
doubt that the efficiency of each depends chiefly on 
sodium restriction. The addition of as little as a gram of 
sodium chloride will cause a rise in arterial pressure. But 
change in the nitrogen content by addition of protein and 
amino acids does not alter the blood pressure. Whether 
the moderate fall in serum cholesterol which occurs is 
good or bad, I do not know; possibly it in part reflects 
failing liver function. In short, our view is that the rice diet 
is a relatively low-calory, low-sodium, low-cholesterol, 
and low-nitrogen diet which for some persons is about 
the only way of obtaining a practical low-salt diet. It 
combines in a simple way many good features, and among 
those patients sufficiently masochistic has merit. There 
is no specific virtue in rice as such. Against it is the pos- 
sibility that over a period of years deficiencies, especially 
of liver function, may well make their appearance. 
Changes of a radical sort in diet, as many know, have an 
unhappy way of kicking back after we think nature’s own 
dietary selection has been improved on. 


LOW-CHOLESTEROL, LOW-FAT DIETS 
Low-cholesterol diets with the aim of reducing the in- 
cidence of atherosclerosis currently have the appearance 
of a cause célébre. This hinges on a simple but important 
fact. There are two sources of cholesterol: (1) exogenous 
from the diet and (2) endogenous, synthesized by the 
body from such simple molecular structures as acetate. It 
it not known whether withdrawal of dietary choiesterol 
reduces blood cholesterol over long periods. Good evi- 
dence suggests that for a few months or longer cholesterol 
can be reduced in the blood by withholding it from the 
diet; then it tends to return toward its former level 
without change in diet. The problem needs more study. 
Other evidence suggests that low-cholesterol, low-fat 
diets given to patients with hyperlipemia cause some ex- 
cess blood lipid to disappear, while those who begin the 
diet with normal levels experience little permanent 
change. This has been our experience. But most choles- 
terol-poor diets are also low in fat. Reduction of fat alone 
is often associated with reduced cholesterol content of 
the blood, with a subsequent rise on taking fat again re- 
gardless of whether the fat is of animal or vegetable 
origin. The level of blood cholesterol appears to be de- 
pendent not only on the liver but also on the dietary con- 
tent of both fat and cholesterol. 

The close association between prolonged hyperlipemia 
and atherosclerosis suggests that hyperlipemia is noxious. 
But hyperlipemia means a real increase in blood lipids, 
especially cholesterol, rather than a deviation so small it 
requires statistical treatment to demonstrate. There has 
been much straining over the “normal” values of plasma 
cholesterol with the hope that potential atherosclerotic 
patients could be separated from those without vascular 
disease. Work on patients with early coronary disease has 
shown a tendency to instability of the cholesterol level 
and, in some cases, slight hypercholesterolemia. These 
are only statistical trends and do not apply to individuals. 
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For this reason, their prognostic value is low and often 
misleading both to patient and physician. 

To those of us who have studied the problem for years, 
it is becoming more and more certain that the cholesterol 
level rises in some persons as they get older and not in 
others. It may be that the more free a person is from vas- 
cular or other disease, the less likely there will be a rise 
in cholesterol with age. But which is cart and which is 
horse? 

The ultracentrifugal studies initiated by Gofman have 
possibilities in delineating the problem that may be more 
promising than simple chemical analysis. This remains 
to be proved. Whatever the final interpretation given this 
work, Gofman has made an important contribution 
toward stimulating investigation and understanding of 
atherosclerosis. 

I will add a word of warning about interpretation of 
blood cholesterol figures and ultracentrifuge analysis. 
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etiology and treatment of arteriosclerosis. Lest we do 
more harm than good, let us refrain from drawing hasty 
conclusions. Nature has a way of striking back at those 
who too grossly touch on her guarded secrets. 

Before we get too afraid of cholesterol in our diets, an 
example of the results of studies done with Dr. Lena 
Lewis should be considered. 

A hypertensive arteriosclerotic patient studied in the 
Cleveland Clinic Hospital for over a year had suffered 
a stroke and his fundal vessels were markedly sclerotic. 
In short, he might have been expected to have hyper- 
cholesterolemia and a high content of the S, 10-20 plasma 
lipoprotein. Actually on a drastic low-sodium diet con- 
taining 0.8 gm. of cholesterol the total serum cholesterol 
was normal as were the molecules of the S; 10-20 class. 
He was then placed on a diet containing about 4 gm. 
of cholesterol, and a supplementary 10 gm. was given as 
well. Animal fats were abundant. He remained on it a 


TaBLe 1.—Effect of Diet Change on an Arteriosclerotic Hypertensive Patient 


Sr 10-20 Total 
Date Mg. Cholesterol 

o's 28 178 

23 198 

26 

30 


Diet Started Stopped 
Lonalac® low salt 10/16/48 12/30/50 
High cholesterol 12/31/50 1/25/51 
High cholesterol + 125 xm. Oleo. 1/25/51 3/25/51 
Lonalac® low salt 


Evidence to date merely indicates that in some patients 
with atherosclerosis or coronary disease, cholesterol or 
*S, 10-20 molecules may be slightly elevated (S stands for 
Svedberg units [one S equals 10° cm./sec./dyne,gm.] 
and the subscript f stands for flotation [negative sedimen- 
tation]). Statistically they may be significantly above 
normal. But in the interpretation of individual values 
they may be completely misleading and do much harm. 
The range of normal variation for serum cholesterol can 
be as much as 100 mg. per 100 cc. Thus, with a mean of, 
say, 224, it could be 324 or 124 and yet be normal. 

Statistically, slight hypercholesterolemia may prove of 
interest to science, but for individual patients it proves 
nothing as to the occurrence or development of arterio- 
sclerosis. Insurance companies can prove statistically that 
obesity shortens life, but the tables can tell nothing about 
the longevity of the individual. 

For reasons such as these, I warn you against the in- 
discriminate use of the measurements of S, 10-20 mole- 
cules, cholesterol, or anything else to indicate the nature 
or advance of arterial disease. | have no doubt that we 
are grossly oversimplifying the problem of both the 


month. No change occurred in either cholesterol or mole- 
cules of the S,; 10-20 class. Then 125 gm. of oleomar- 
garine was added to the high cholesterol regimen. Al- 
though such a diet is hard to swallow, he valiantly fol- 
lowed it for two months with still no change. Thus, even 
with highly abnormal increases in both fat and choles- 
terol in an arteriosclerotic hypertensive patient, no sig- 
nificant change in these blood constituents occurred. 
This must be contrasted with patients in whom the 
response to changes in cholesterol and fat feeding and 
withdrawal are sometimes quite large. An example from 
our study concerns a woman, 27 years of age, with 
malignant hypertension and chronic cardiac failure. She 
was almost constantly in the hospital under careful 
dietary supervision. A diet containing an overwhelming 
amount of cholesterol (4 gm. in the diet plus 10 gm. 
in capsules) and also rich in animal fat in a period of 
weeks elevated the S, 10-20 molecules from 66 to 106 
mg. Total and free cholesterol did not rise correspond- 
ingly. She was then put on a diet low in cholesterol 
(0.3 gm.) and high in vegetable fat. Eleven days later the 
S, 10-20 molecules had fallen back to the original level of 
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68 mg. and there was a further slow but progressive fall 
without a corresponding reduction in cholesterol. A shift 
to a low-cholesterol, low-fat diet did not accelerate the 
fall. On a diet unrestricted in lipid but low in salt the S; 
10-20 fraction continued slightly downward, but by this 
time the patient was losing weight and not far from 
death. 

These results show that a diet excessively high in 
cholesterol and animal fat in a hypertensive patient with 
an already elevated S, 10-20 fraction may further ele- 
vate it. Substitution of a low-cholesterol, high-vegetable- 
fat diet was associated with a marked fall which was not 
further enhanced by making the diet low in fat as well. 
Neither total serum nor free cholesterol nor lipid phos- 
phorus reflected these changes as did the S, 10-20 frac- 
tion. 

Thus, whether vegetable fat as well as cholesterol and 
animal fat should be reduced in the diet is still unde- 
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operated on. The accumulated data confirm a pattern 
that was perceptible almost from the first: there are a 
few brilliant successes, some patients are definitely bene- 
fited, and some not at all. The ratio of response hasn’t 
changed much over the years, as E. V. Allen has so 
judiciously pointed out. 

Most are agreed that Smithwick’s lumbodorsal gangli- 
onectomy currently is generally the best and most prac- 
tical type of operation. The complete sympathectomy 
of Grimson may yet find its place, but it is at present 
more experimental. We know no way to predict which 
patient will benefit or in what degree. To the common- 
sense rules the only exceptions are that patients with 
malignant hypertension, as we originally found,'? much 
to our surprise, often do well, and that the same is true 
in patients with hypertensive heart disease and, para- 
doxically, with renal hypertension. Unfortunately suc- 
cess can not be counted on. We resort to sympathectomy 


Tas_e 2.—Fffect of Change in Cholesterol and Vegetable Fat in a Patient with Malignant Hypertension 


Total Free Lipid 
Sr 10-20 Choles- Choles- Phos- 

Date Me. terol terol phorus Diet Started Stopped 
36 256 2 10.0 Cardiac low salt 6/ 8/50 6/30/50 
66 231 49 9.2 Cholesterol free, low salt 6/31/50 8/50 
63 Hich vevetatble fat, low cholesterol 6/ 8/59 6/18/50 
i canavecestceicesesvadée 66 234 53 94 High vevetable fat, high cholesterol 6/19/50 6/29/50 
es 269 50 10.0 Low salt 6/29/50 7/ 7/50 
ee xkvnnesenterketesesoss 106 247 60 10.6 Hich cholesterol + 10 gm. cholesterol 7/ 8/50 7/13/50 
102 62 11.7 Low cholesterol, vegetable fat 7/14/50 8/ 1/50 
70 213 46 06 Low cholesterol, low fat 8/ 2/50 8/ 8/50 
24 207 Low salt 8/ 9/50 9/23/50 
36 280 ee Unrestricted 9/24/50 
43 245 Low sult 1/12/51 2/ 


* Died in cardiac failure. 


cided. Some evidence suggests that blood cholesterol is 
responsive Only to diets which are virtually free of fat 
and cholesterol. My personal experience with this regi- 
men was not a happy one. I lost weight, experienced 
digestive disturbances, and looked at the world with a 
jaundiced eye. With better dietary planning it would 
have been possible to maintain weight and still keep the 
diet cholesterol-poor. Whether that would have been 
advantageous, I do not know. The best advice I can 
give at the moment is to wait until investigators have 
arrived at solid conclusions before recommending wide 
changes in your patient’s diet. 


SURGERY 
Seventeen years ago treatment of hypertension was 
undertaken by some bold surgeons, especially Adson, 
Heuer, Peet, Smithwick, and Grimson, to mention only 
the pioneers. Thousands of patients have since been 
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when over a period of months or years the progress of 
blood vessel disease is objectively demonstrable and 
medical management has either failed or proved im- 
practical. 

The future of sympathectomy depends on finding 
some reliable and objective method for the selection of 
patients. If the many useless operations could be avoided 
and operations performed only when good results can be 
assured, sympathectomy might have a permanent place 
in treatment. Our own current practice is to determine by 
direct recording of blood pressure the patients’ response 
pattern to substances such as_ tetraethylammonium 
chloride, which block nervous transmission at autonomic 
ganglia. McCubbin and I '' have been able to establish a 
characteristic pattern in dogs with chronic neurogenic 
hypertension. Similar responses occur in some patients. 
We hope this approach may yield a more rational method 
of selection. 


TOTAL ADRENALECTOMY 
With the advent of adequate supplies of adrenal cor- 
tical hormones, it has been possible to do what had long 
seemed desirable as a result of experiments on hyper- 
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tensive animals. Total adrenalectomy in dogs with renal 
hypertension results in a fall of arterial pressure to nor- 
mal. This was a striking observation. Administration of 
relatively small amounts of cortical steroids restored the 
original hypertensive levels. Clearly, the adrenal cortex 
plays a decisive role in maintainance of arterial pressure. 
Even before the experimental contributions, DeCourcy, 
Crile, and others had foreshadowed some of these mod- 
ern developments and performed adrenal denervations 
and partial adrenalectomy. Current experimental adren- 
alectomy in patients is born of the confidence that ade- 
quate supplies of adrenal hormones are available. Green, 
Nelson, Dodds, and Smalley '* published the report of 
the first case of total adrenalectomy ad2quately treated, 
and subsequently several groups have undertaken study 
of the problem. 

No evaluation of the results of operation is yet pos- 
sible, but many things of interest have already been 
noted. Blood pressure has fallen to norma! in a few 
cases. Recently we had a striking example of a patient 
with moderately malignant hypertension in whom blood 
pressure did not fall, indeed rose somewhat, after total 
adrenalectomy. On the whole, the clinical condition of 
the patients in whom arterial pressure falls seems im- 
proved. Experience indicates that it is useless to operate 
on patients who are severely nephrosclerotic and azo- 
temic. Just as with pyrogen therapy, there is some rela- 
tionship between therapeutic effectiveness and adequate 
renal function. It is important to realize that there is 
much drama in this operation but many patients do not 
respond and it would be surprising if they did. Subtotal 
adrenalectomy appeals to me no more today than it did 
a decade or more ago. 

Total adrenalectomy is purely experimental and should 
not be done at present with any other aim than further 
study and then only when the patient can continue under 
clese clinical and iaboratory control. He must be in- 
telligent enough to regulate his own adrenal cortical ther- 
apy. My experience does not lead me to believe that this 
operation will ever be widespread as a treatment of hyp- 
ertension. 

DRUGS 

Potassium Thiocyanate.—This drug has, in my 
opinion, one sovereign use: the control of intractable 
hypertensive headache. It may be given by vein to siart 
with and orally thereafter as used by E. A. Hines. Head- 
ache, which has been present for months, often dis- 
appears immediately and does not return as long as the 
thiocyanate level of the blood is kept at from 3 to 6 mg. 
per 100 cc. The drug has a moderate sedative effect, 
which accounts for the fact that blood pressure some- 
times falls significantly. Its toxic effects have been over- 
emphasized, and are due in most cases to failure of con- 
trol of the blood level. It must never be used except when 
the blood levels can be controlled. 

Blocking A gents.—Drugs such as tetraethylammonium 
chloride and pentamethonium iodide (pentamethylenebis 
[trimethylammonium iodide]) act chiefly by blocking 
nervous impulses at the autonomic ganglia. Theoretically, 
they should abolish the sympathetic vasoconstrictor com- 
ponent of vasoconstriction and effect a chemical sympa- 
thectomy. Actually, the action of these drugs is much 
more complicated than this. Chemical sympathectomy 
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certainly occurs, but it is far from complete. To effect 
adequate blockade, much larger doses are usually re- 
quired than can be given with comfort or safety, and 
blockade does not last for more than a few hours. Thus 
the early hope for tetraethylammonium chloride proved 
illusory; it has, however, proved to be an extraordinarily 
interesting drug. 

The penta- and hexamethonium salts are considerably 
more useful.'* They are easier to handle either given sub- 
cutaneously or by mouth, but tolerance to them often 
develops. Both tetraethylammonium chloride and pen- 
tamethonium have several undesirable side reactions, 
notably interference with gastric motility, constipation, 
loss of ocular accomodation, dry mouth, and postural 
hypotension. There is marked individual susceptibility, 
the minimum dose of pentamethonium required to pro- 
duce a fall of 40 to 50 mm. Hg. sysiolic pressure varying 
from 5 to 150 mg. subcutaneously. Hexamethonium is 
given by mouth in small doses progressively increased up 
to 500 mg. from 4 to 6 times a day. Patients on a salt- 
free diet are believed to be especially sensitive to the drug. 
Combinations of blocking agents with other hypotensive 
agents such as 1-hydrazinophthalazine, nitroprusside, or 
low-salt d-ets may improve their therapeutic usefulness, 
but until we know more about their individual action it 
is probably better to use them singly before combining 
them in a patient. 

Smirk '* starts treatment with a subcutaneous dose of 
15 or 20 mg. three times a day. Each dose may need to 

2 increased by 5 or 10 mg. daily until the desired fall in 
blood pressure is achieved. After several weeks the dose 
may have risen to 200 or 250 mg., but then no further 
increase is usually needed. The eilect of the injection 
should be evaluated about 40 minutes after it was given, 
with the patient in the sitting posture. These drugs are 
the way-stations on the iong road to adequate chemical 
sympathectomy. 

Substances such as the benzodioxanes which block 
or reverse the action of epinephrine and norepinephrine 


at the receptors within the vascular muscle have not 


proved useful in patients except as a means of recognizing 
pheochrome tumors. The fascinating chapter concerned 
with the search for the nature and treatment of these rare 
tumors must be omitted here because there is no evi- 
dence, so far, to suggest that essential hypertension is 
due to an excess of epinephrine or norepinephrine. 

The early promise of dibenamine® (N,N-dibenzyl- 
beta-chloroethylamine) and its derivatives has not been 
fulfilled. The action of the benzodioxanes is too transient. 
‘Regitine” (2-[N-p-tolyl-N -(m-hydroxypheny]) -ami- 
nomethyl]-imidazoline hydrochloride) while a rather 
more effective blocking agent and longer lasting, has not 
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so far been useful in treating hypertensive patients. It has 
been of value in controlling paroxysms of hypertension 
during operations for pheochromocytoma, as shown by 
Keith Grimson. Best results with blocking agents will be 
obtained in patients in whom it can be objectively dem- 
onstrated that the neurally mediated component of the 
vasoconstriction is an important one. A discussion of 
this would, however, take us far afield. 

Veratrum Alkaloids.—These drugs are now available 
in large quantities and in purified form. In the past two 
years extensive clinical trial has been given these drugs, 
notably by Krayer, Wilkins, Fries, and others. 

The results leave much to be desired. Reduction of 
average blood pressure of 20 mm. or more systolic oc- 
curred in about 15% of our patients. In a few almost 
normal pressures were reached. The majority were not 
markedly benefited. This may be due to the fact that the 
dose eliciting the hypotensive effect of the drug is so close 
to the toxic one. Vomiting, burning, and constriction of 
the throat, produced even when the drug is given by 
rectum, limits the dose. A few of our patients have be- 
come partially refractory to the drug after taking it for 
several months. 

Blood pressure may be lowered acutely by giving 
protoveratrine or “veriloid” intravenously, but this does 
not have much practical use in the management of most 
patients. We have not been convinced yet that any of 
the single alkaloids so far separated are greatly superior 
to the mixtures. Thus, our current opinion is that vera- 
trum alkaloid mixtures have a usefulness limited to those 
few patients who respond. The only way to pick these is 
by trial and error. This is another group of drugs mod- 
erately useful in the right patients. 

Sodium Nitroprusside.—This drug has been used for 
two years in the Research Division of the Cleveland 
Clinic and will be the subject of a complete report shortly 
with Drs. Corcoran, Taylor, Bumpus, and Koppanyi. In 
animals its intravenous injection in minute quantities 
produces a profound fall in arterial pressure and renal 
vasodilatation. The fall is not dependent on the nervous 
system. Nitroprusside does not produce refractoriness or 
tachyphylaxis in either acute or chronic experiments. So 
far our results show that the whole ion is necessary for 
the hypotensive action of the chemical, but over a period 
of time much of it is converted to thiocyanate and may be 
determined as such in the blood. 

We give initially 30 mg. four times a day of the drug by 
mouth in capsules, and increase the dose, following the 
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thiocyanate blood level. At present, levels of 12 to a 
maximum of 20 mg. per 100 cc. of serum seem most 
satisfactory. At these levels the patients are for the most 
part without symptoms and significant falls in pressure 
may be expected. However, the long-term effects of such 
concentrations have yet to be established and must be 
viewed with some reserve since it has been repeatedly 
shown that thiocyanate intoxication often occurs at these 
levels. We have not seen any tendency in the patients to 
become tolerant to the drug. If the dose is too high, the 
patients sleep much of the time, are drowsy, and have 
poor appetites, and a thiocyanate rash may appear and 
slight anemia may develop. Mental confusion occurs, 
especially in patients who show at the outset evidences 
of deficient cerebral circulation. 

Thus nitroprusside cannot be used without control. 
Our experience suggests that it has some of the proper- 
ties of thiocyanate, but in addition seems to have a more 
impressive hypotensive effect though this is as yet un- 
proved. As a hypotensive drug it has the great advantage 
of being cheap. 

In some patients intramuscular crude liver extract 
and/or vitamin B complex may protect against some of 
the side-effects. This is still a clinical impression but con- 
viction in it is growing. 

We believe it not improbable that part of the hypo- 
tensive effect is due to suppresion of the zona glomerulosa 
of the adrenal cortex. Last year Masson, Corcoran, and 
1'* presented evidence implicating this zone of the 
adrenal glands in the genetic mechanism of some types 
of hypertension. Recently Davis, Tanturi, and Tarking- 
ton '* demonstrated in dogs, rats, and human beings that 
thiocyanate causes marked atrophy of the glomerulosal 
zone. 

The whole nitroprusside ion is required for the imme- 
diate fall of blood pressure elicited by its intravenous 
infusion. Thus acute episodes of hypertension may be 
combated. But the chronic fall in blood pressure seems 
more dependent on the thiocyanate level of the blood. 
The patients who received nitroprusside for long periods 
of time and exhibited marked fall in arterial pressure 
showed much the same fall when thiocyanate was given 
by mouth and comparable blood levels reached. In ex- 
perimental renal hypertensive dogs arterial pressure falls 
after large doses of nitroprusside and much less so in 
hypertension of neurogenic origin. It is much more diffi- 
cult to raise the thiocyanate level of dogs than of man. 

1-H ydrazinophthalazine.—Intravenous administration 
of this substance to cats and rabbits was shown by Gross, 
Druey, and Meier ‘‘ to lower blood pressure. Renal vaso- 
dilatation often results in both man and animals accord- 
ing to Reubi.'* He also found that, after doses of 10 to 20 
mg. intravenously, arterial pressure was either reduced 
or unchanged in three patients with essential hyper- 
tension. Of four patients, two exhibited increased renal 
blood flow and peripheral perfusion, one increased renal 
blood flow, and one increased peripheral perfusion 
only.'* Thus, renal vasodilatation in patients and fall in 
arterial pressure were irregular. 

Grimson and Chittum *’ showed that the drug lowers 
arterial pressure in dogs with chronic experimental neuro- 
genic hypertension, but that chronic treatment of pa- 
tients with hypertension effected no persistent reductioa 
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of blood pressure. Chronic oral administration in the 
hands of Moyer and Handley *' also was not effective and 
tolerance apparently developed. Nausea was noted in 
six patients, vomiting in two, and afebrile reaction with 
eosinophilia in one. Schroeder ** has recently had encour- 
aging results with this drug in “neurogenic” hypertensive 
patients with no effect in renal hypertensive patients. 
Fries and Finnerty ** suggest that in man 1|-hydrazinoph- 
thalazine inhibits sympathetic vasoconstrictor reflexes. 

Our interest in this substance was stimulated by the 
demonstration that it could block the action of a pressor 
substance liberated from the brain as a result of afferent 
stimulation. My associates and I ** found that its action 
seemed enhanced by tetraethylammonium chloride and 
was abolished by 1-hydrazinophthalazine. Since the ac- 
tion of serotonin—probably a 5-hydroxytryptamine—is 
also partially inhibited by this drug, there might be 
some relation between the humoral vasoconstrictor of 
cerebral origin and the hydroxytryptamines. Tryptamine 
itself is also almost wholly reversed from pressor to de- 
pressor. Phthalazine is ineffective in suppressing the ac- 
tions of epinephrine, norepinephrine, beta-hypophamine 
(pitressin®), barium chloride, acetylcholine, renin, and 
angiotonin. 

Given intramuscularly in a dose of 2 mg. per kilogram 
of body weight, 1-hydrazinophthalazine regularly lowers 
pressure of both neurogenic and renal hypertensive dogs 
to normal levels for periods averaging from four to six 
hours, tending to be more prolonged in the neurogenic 
hypertensive animals. The fall in blood pressure is much 
less sharp and deep in normal and renal hypertensive ani- 
mals than in the neurogenic hypertensive when given in- 
travenously. The fact that the fall occurs only after a 
latent period, and then only slowly, suggests the conver- 
sion into some other active substance within the body. 

Our experience with this drug was encouraging with a 
group of hospitalized patients with malignant hyperten- 
sion and those with essential hypertension treated as 
outpatients. Of 70 patients, 5 were unable to take the 
drug. Thirty-three had a fall of 20 or more mm. Hg dias- 
tolic pressure, 14 equivocal fall, and 17 had none. In 
some patients, blood pressure fell to normal, but this was 
not usual. The dose ranged from 100 mg. to 1.4 gm. 
daily. Good responses have eventually occurred in pa- 
tients who had no lowering of pressure during the first 10 
days of treatment. The malignant syndrome has been 
clearly reversed in several patients, much to our surprise. 

Marked orthostasis appears promptly after starting 
administration of the drug and precedes by some time 
fall in the average lying blood pressure. Headache oc- 
curred initially in 42% of the patients who took the drug 
and disappeared spontaneously in 70%. Nausea ap- 
peared in 18%, and vomiting in 12%. These may usually 
be overcome by decreasing the dosage, but dipheniydra- 
mine given simultaneously has provided more prompt 
relief. Diphenhydramine may, however, interfere with 
the hypotensive effectiveness of the drug. 


MIXED TREATMENTS 
For therapeutic purposes alone we favor mixcd treat- 
ment of hypertension; low-salt diet with hexamethonium, 
hydrazinophthalazine plus hexamethonium, nitroprus- 
side plus sympathectomy, and so on. The understanding 
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and rational use of a variety of drugs attacking the dis- 
ease at multiple points could be more effective than the 
exclusive use of one drug. I would point out, however, 
the necessity of most careful evaluation of the individual 
drugs before combinations are created. Perhaps the most 
dismal period in commercial drug promotion is that in 
which one new ingredient after another is added as com- 
petition increases and sales fall off. 

In practice, it would seem wise to start with one meas- 
ure at a time, adding on others as needed. At last the phy- 
sician has a group of remedies from which to choose. 


URINARY INFECTIONS 


It may seem gratuitous to mention the importance of 
rigid control of urinary infections, but with antibiotics the 
results are so good that it is a pity to allow infections to 
progress to the point of irreparable renal damage. We 
have been repeatedly impressed by the fact that the mere 
control of renal infection greatly benefits the patient and 
reduces his blood pressure. The syndrome of malignant 
hypertension has even reversed itself. Though this is rare, 
its Occurrence dramatically illustrates the part infected 
renal tissue may play in the genesis of hypertension. 

We believe that cystitis and other forms of urinary in- 
fections should be vigorously treated. This may be es- 
pecially desirable in young women and may prevent renal 
hypertension from developing later in life. Abacterial 
pyuria is probably an indication for treatment with the 
newer antibiotics. 

It is difficult to diagnose chronic pyelonephritis, es- 
pecially when it is not very active. We used repeated 
urine cultures, the urine red and white blood cell count in 
the Addis test, and retrograde and intravenous pyelog- 
raphy. Unfortunately, the pattern in pyelonephritis asso- 
ciated with hypertension is almost the same as that in 
established essential hypertension.** Except as they in- 
dicate how advanced the process is in destroying renal 
tissue, functional tests do not aid in diagnosis. 

TREATMENT OF MALIGNANT HYPERTENSION 

The treatment of the malignant phase of essential hy- 
pertension offers a peculiarly elusive problem because 
within a few weeks or months the disease may progress 
from a stage which might have been reversible to one 
surely terminal. Resolute and prompt decisions are vital. 
But treatment should not be undertaken until the diag- 
nosis and the rate of progress have been determined. 

For practical purposes we use the changes in the eye- 
grounds, the changing functions of the heart, the Addis 
tests, and the iodopyracet (diodrast") or paraaminohip- 
purate clearance, and the maximum tubular excretory 
capacity as criteria for determining the extent, degree, 
and rate of change of the vascular disease. 
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If the disease has not progressed too far, and this is a 
matter that I have discussed elsewhere,*™ four choices are 
open for treatment. The first is diet, drastic low-sodium 
diet (potato, low-sodium milk, salt-free o!eomargarine ) 
or rice. This is the simplest, but it may be remembered 
that only about one-quarter of the patients with essential 
hypertension respond to low-salt diets, and many of 
these patients respond too slowly to reverse a rapidly 
progressive malignant syndrome. Since there is no way 
short of trial to pick the “salt responder,” six weeks or 
several months of precious time may have been lost and 
with them the possibility of other therapeutic trials. But 
when the vascular disease is not advancing rapidly, diet 
should be tried with reasonable anticipation of some 
success. The daily sodium content of the det should be 
200 mg. or less; if there is azotemia, it should also be low 
in protein. 

The second possibility is lumbodorsal sympathec- 
tomy. The late Dr. George Heuer and I found in 1934, 
before indications and contraindications had been sug- 
gested for sympathectomy, that the malignant syndrome 
not infrequently regressed or disappeared after sympa- 
thectomy. The good results lasted from several months 
to five years, but after that all of the group were dead. 
We concluded then that sympathectomy was the best, 
because it was the only treatment for the condition at 
that time. However, at present, we limit its use in malig- 
nant hypertension to young patients very early in the 
disease if it is to be done at all. 

The third choice is pyrogen therapy. Our use of pyro- 
gen began a number of years ago with the injection of 
kidney extracts. These extracts were sometimes very 
effective in the treatment of malignant hypertension. The 
question arose as to whether the results obtained were 
caused by some specific hypotensive substance in the 
extract or by the pyrogenic actions elicited by its in- 
jection. With Taylor and Corcoran,*" it was possible to 
show that planned treatment with a variety of pyrogens 
definitely reversed the hemorrhagic arteriolitis in many 
patients with malignant hypertension. This is an im- 
portant offshoot of our work on kidney extract. In my 
opinion, not all of the results of kidney extract are ex- 
plicable on this basis. While this view is not shared by 
others, there are effects from these extracts which do not 
seem caused by pyrogen alone. Only further work can 
decide this. 

We employ a soluble bacterial pyrogen (pyromen®- 
| Baxter] ) and give it as an infusion in 200 cc. of saline 
in sufficient amounts to raise the temperature daily to 
101 or 102 F. Thereafter, the amount given is deter- 
mined by the temperature response of the previous day. 
Tolerance to the pyrogen unfortunately often develops, 
and after several weeks very large amounts of it may 
be necessary. If the amount required becomes unrea- 
sonable, then a rest period of three to five days is 
given and treatment again resumed at a quarter of the 
last dose. In other patients a dose range which con- 
sistently gives a good response may be found and, more 
important, it does not vary from day to day or month to 
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month. The details of treatment have been given else- 
where.** If necessary, patients reactions to the pyrogen 
may be lessened by preliminary intravenous injections 
of amobarbital (0.2 gm.) and mephenesin (tolserol*) 
(0.5 gm.) given into the tubing of the infusion set. Unless 
very dilute, mephenesin will cause thrombosis of the 
veins. 

About the only necessary criterion for selection is that 
renal function not be excessively low (not less than 50% 
of normal urea clearance; the maximum tubular excre- 
tory capacity using paraaminohippurate was 30 mg. or 
more; maximum ability to concentrate urine to a spe- 
cific gravity 1:020 or greater). If renal function is 
severely impaired, the effect only subjects the patient to 
unnecessary discomfort. The benefit will be transient at 
least, or the progress to uremia somewhat slowed. 

A few things about this treatment need emphasis. It 
is a harsh treatment, but malignant hypertension is more 
than harsh—it is lethal. Treatment is given six days of 
the week and must be prolonged until the patient re- 
ceives no further benefit. This usually means three to 
four months. 

The fact that most patients believe malignant hyper- 
tension is a relatively insignificant episode which should 
te curable in a week or so is deplorable. They seem un- 
able to grasp its dangers, hence are unwilling to make the 
sacrifizes they would gladiy make were they victims of 
cancer or tuberculosis. It is well, therefore, to outline 
carefully the situation with the patient before treatment 
is undertaken. Our greatest tragedies have been in per- 
sons who have improved greatly, then broken off treat- 
ment in the middle only to relapse into a state in which 
treatment could not be resumed. Realization comes too 
late. 

The results have in many cases been impressive. 
Within several weeks the eyegrounds will have cleared. 
Blood pressure falls, but this may be much slower than 
the improvement of the eyegrounds. Heart size may also 
diminish and renal function improve. 

After discontinuing treatment, arterial pressure may 
rise almost to its pretreatment level; but, now, after 
several years, the malignant syndrome has not returned 
to our patients. 

Comparing the results we have obtained with sym- 
pathectomy over a period of 17 years and with dietary 
management for six years, it is my current opinion that 
pyrogen is the treatment of choice. Let me emphasize 
that malignant hypertension is for the most part a very 
dangerous disease, and in its management one must plan 
and act quickly and resolutely. Treatment should be 
continued until a result of one sort or another is certain. 
Malignant hypertension is like a grass fire in a high 
wind. 

SUMMARY 

Current treatment of essential and malignant hyper- 
tension has been briefly reviewed. The results justify the 
hope that these diseases may eventually be curable and 
that even today much can be done for their victims. It is 
only by the use of every reasonable weapon, diagnostic 
and therapeutic, that good results may be expected in 
management of this multifaceted disease. 
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MANPOWER PROSPECTS WITHIN THE POPULATION STRUCTURE 


C. J. Velz, M.S.P.H., Ann Arbor, Mich. 


With the role of world leadership thrust on the United 
States, it is academic to ask whether we shall employ 
older people in industry. The practical question is: What 
are the manpower prospects within the population struc- 
ture and how can we most intelligently utilize our limited 
human resources? Whether the war be cold or hot, in- 
creasing civil needs, the Point Four Program, and rearm- 
ing the free peoples of the world are placing and will 
continue to place a prodigious demand on our produc- 
tion capacity. Any one would be sufficient to strain our 
foreseeable resources; the three in combination will re- 
quire that we employ all manpower available, young and 
old, and that we use it more intelligently than in the past. 

Five basic factors are at play tending to restrict man- 
power resources: 

1. The population of the United States has reached a 
transition point in growth and is rounding off to a satura- 
tion level. 
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Fig. 1.—Logistic population growth of the United States from 1800 
to 2050. 


2. Part of our population growth is resulting from 
increased longevity rather than addition of new young 
stock. 

3. The internal structure of our population is shifting 
toward an increasingly greater proportion of older people. 

4. The trend is toward a smaller proportion of males 
in the population. 

5. Governmental and industrial policies have tended 
to increase the gap between biological-life and working- 
life, with consequent inefficient utilization of manpower. 

A brief discussion of these factors establishes a basic 
framework for viewing the problem of aging in relation 
to industry. 


SATURATION LEVEL OF POPULATION 


Figure 1 shows the growth curve of the United States 
from 1800 to 1950 with logistic forecast to the year 2000. 
Three forecasts are indicated: Curve A, a high saturation 
at 200 million based on a combination of socioeconomic 
factors continuing favorable to growth; Curve B, a low 
saturation at 175 million, based upon a combination of 


unfavorable factors; and Curve C, a medium or most 
probable saturation value of 185 million. These satura- 
tion levels are not predicated on arbitrary assumption 
as to immigration, fertility, or death rates; they are de- 
rived from the basic characteristics clearly defined in the 
past record of growth. The United States as a whole, 
as well as the 48 individual states and the major cities, 
are well past middle age and are rapidly approaching 
population saturation. After the phenomenal growth of 
the past 150 years, it is difficult to realize that the United 
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Fig. 2.—Average length of life. Total population and death registration 
of the United States from 1900 to 1948 (after Greville and Carlson). 


States is no longer a young country. As of 1950, it is 
about 80% old with only 20% to grow to saturation 
level. And furthermore, the United States with a co- 
efficient of growth of 0.6 is growing around an “S” curve 
ata pitch twice as steep as the rest of the world.' 
INCREASED LONGEVITY 

Not only is population in the United States experienc- 
ing a decreasing rate of increase, but much of the recent 
growth has been due to increased longevity associated 
with the advances in medical knowledge and public 
health practice. Figure 2 shows the trend in average 
length of life (expectation of life at birth) as estimated 
by the National Office of Vital Statistics * based on the 
mortality of each calendar year from 1900 to 1948. 
Curve A is the expectation for the total population and 
Curves C and B differentiate between males and females. 
While there is considerable fluctuation from year to year, 
the upward trend is unmistakable, ranging from about 
48 years for the total population at the turn of the century 
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and increasing to 67.2 years for 1948. The expectation 
of females exceeds that of the males by three to five years, 
with the recent trend toward increasing the differential. 
The influence of the devastating influenza epidemic of 
1918 is pronounced. 
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Fig. 3.—United States age distribution (per cent of total population) 
from 1850 to 2000. 


GREATER PROPORTION OF OLDER PEOPLE 

It is inevitable that, with the trend toward decreasing 
rate of increase in the total population and the increasing 
expectation of life, the United States population structure 
must show a greater proportion of persons in the older 
age groups. Declining birth and death rates and immigra- 
tion restrictions are evidenced by a smaller and smaller 
proportion of young stock in the population, with a shift 
toward a larger and larger proportion of people in the 
older age groups. This is strikingly evident in Figure 3, 
which shows the percentage of the population for each 
census decade in the broad age groups, 5 years and 
under; 5 to 19 years; 20 to 44; 45 to 64; and 65 and over. 
The numbers in each age group are expressed as a per- 
centage of the total population of each of the respective 
census years 1850 to 1940. The forecast to the year 2000 
has been based on logistic characteristics of the total 
population, taking into consideration the dynamics of 
socioeconomic opportunity reflected in the past growth, 
and was not restricted by arbitrary assumptions as to 
immigration, fertility, and mortality. It will be observed 
that the middle age group, 20 to 44, remains reasonably 
stable, but the two younger age groups decline while the 
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Fig. 4.—Sex ratio of males to females in total United States population 
from 1870 to 2000. 


two older age groups showed marked increases. In 1850, 
15.1% of the population was 5 years or under, and 
37.4%, 5 to 19 years. These percentages declined to 
8% and 26.5%, respectively, in 1940, and the forecast 
indicates that by the year 2000 the decline will continue 
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to 6% for the 5 years and under group and 18.4% in 
the 5 to 19 years age group. On the other hand, the per- 
centages of the two older age groups—45 to 64, and 65 
and over—in 1850 were 9.8% and 2.6%, respectively. 
These increased by 1940 to 19.7% and 6.8%, respec- 
tively, and the forecast for the year 2000 shows the 45 to 
64 age group increasing to 27%, and the 65 and over 
group to 14.0%. In 1850, 52.5% of the population was 
19 or under, while only 12.4% was 45 and over. In 1940, 
this shifted to 34.5% in the 19 and under group, while the 
age group 45 and over increased to 26.5%, and the fore- 
cast to the year 2000 shows about 25% of the popula- 
tion 19 years and under, with a marked increase in the 
older age group 45 and over to about 41%. These are 
significant shifts in the internal structure of our popula- 


tion. 
SMALLER PROPORTION OF MALES 


Another internal shift in population structure which 
has a bearing on the manpower situation is the decline 
in the proportion of males in the population. For the first 
time in our history, the census in 1950 reports more 
females than males in the United States. Figure 4 shows 
the sex ratio, males to females, in the total population 
for the census years 1870 to 1950, with a forecast to 
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Fig. 5.—Stationary population and labor force; total number of males, 
1940. Number living, of 100,000 born alive (United States Department 
of Labor, Bureau of Labor Statistics). 


2000. In the early years males outnumbered the females, 
but there has been a gradual trend toward the reverse. 

This is the over-all picture of the prospects concerning 
the potential labor force within the population structure 
of the nation, and it is within this framework that we 
must view the problem of aging as it affects industry. 
While our production goals are pointing upward, our 
available resources are growing more restricted. The 
basic question then becomes: How can we most efficiently 
utilize our limited labor resources? 


INEFFICIENT UTILIZATION OF MANPOWER 


A recent study made by the Bureau of Labor Statistics * 
affords an opportunity to appraise the efficiency of the 
utilization of manpower in industry. Figure 5 presents 
graphically a comparison between biological-life and 
working-life, based on mortality rates and the accession 
and separation practices from the labor force which pre- 
vailed as of 1940. Curve A shows the number of persons 
living of 100,000 born alive in the population at any age. 
This is based upon 1940 mortality rates and represents 
stationary population. Curve B shows the number of men 
in the stationary population, who are in the labor force 
in each year of age under conditions of labor force par- 
ticipation similar to those prevailing in the United States 
in 1940. The labor force is that defined by the Bureau 
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of Census * and, in general, includes all persons 14 years 
of age or Over (not in institutions) who are employed or 
who are seeking work, including members of the Armed 
Forces. It will be observed from Curve B that there is a 
sharp accession to the labor force in the late teens and 
early twenties, reaching a maximum participation in the 
late twenties, with about 85,000 of the 90,000 survivors 
participating, or approximately a 95% utilization. In the 
middle years of life, it will be seen that the labor force 
parallels the biological population curve up to the mid- 
50’s with a.differential between the two groups of 5,000 
to 7,000. However, since the number remaining alive is 
declining, percentagewise the efficiency of utilization of 
manpower declines. The gap between the two curves, of 
course, also reflects those males unable to work or con- 
fined to institutions. But, unfortunately, after the mid- 
50’s, the labor force curve declines sharply either by en- 
forced or voluntary retirement and the gap between the 
two curves widens, indicating an inefficient utilization of 
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Fig. 6.—Annual labor force separations due to death and retirement; 
total number of males, 1940 (United States Department of Labor, Bureau 
of Labor Statistics). 


manpower. At age 55, 90% of the available manpower 
is in the labor force, dropping sharply to 67% at age 65, 
and at age 75 to less than 30%. 

As further illustration of inefficient utilization of man- 
power in the older ages, Figure 6 shows the annual rate 
of separation from the labor force due to death and retire- 
ment. Separations due to retirement, as distinct from 
death, cover all other withdrawals, disability, old age, 
eligibility for pensions, prolonged unemployment, or 
other factors. Between the ages 14 to 31,' separations 
from the labor force are practically entirely by death; for 
ages 32 and over, the total separations are distinguished 
between those occurring by death and those by retire- 
ment. It will be noted that the biological separations from 
the labor force by death form a smooth, easy rising curve, 
while separations by retirement show a sudden, sharp 
rise commencing in the late 50’s, with a maximum rate 
of 70 per thousand by age 64-65. Retirement rate rises 
after age 65, but at a much slower rate. The sharp char- 
acteristics of retirement practices reflect arbitrary gov- 
ernmental and industrial practices, but not necessarily 
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inability of people at these ages to perform useful work. 

Another interesting measure of the efficiency of utiliza- 
tion of manpower is illustrated in Figure 7, based on 
1940 conditions of mortality and separation. The “Life” 
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Fig. 7.—Average number of remaining years of life and of labor force 
Participation among male workers, 1940 (United States Department of 
Labor, Bureau of Labor Statistics). 


curve measures the average number of years of life or 
the average biological-life expectancy of men at a given 
exact age. The curve designated “In Labor Force” repre- 
sents the average number of years remaining in the labor 
force, or working-life expectancy. The difference in years 
between these curves indicates the gap between “biologi- 
cal-life” and “working-life” expectancies and, as such, 
measures efficiency of utilization of manpower. A young 
man on his 21st birthday could expect to live an addi- 
tional 46 years, or to age 67, but he could expect to re- 
main in the labor force only an additional 40 years, or 
until age 61. He could anticipate a gap of about 5 years 
between his biological-life and his working-life. The gap 
remains about the same, increasing to about 6 years at 
age 60, and thereafter the gap closes for those few who 
remain in the harness to the end of life. 
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Fig. 8.—Sickness frequency rates per 1,000 hourly employees by sex. 
Data are based on 14,000 and 14,500 Group Insurance Program claims 
closed through December, 1950, beginning in the 12-month period ended 
July 31, 1950. 


In our enthusiasm over utilization of the older man, 
we should not fail to realize the great loss in man-years 
of productive capacity occasioned by accident or poor 
health, forcing a young man with a high life expectancy 


* 4. 16th Census of Population or Census Bureau's Monthly Report on 
Labor Force. 
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to be separated early in life from the labor force. Good 
community and industrial health practice can make a 
great contribution here, not only in preventing separation 
from the labor force but in preventing the current loss 
of man-days due to illness and accidents. A total of 40 
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Fig. 9.—Sickness frequency rates per 1.000 hourly employees by sex 
and age: data are based on 14,000 and 14,500 Group Insurance Program 
claims closed through December, 1950, beginning in the 12-month period 
ended July 31, 1950. 


million ° man-days was reported as lost time in industry 
due to accidents alone in 1950. 

Thus far discussion has centered on utilization of men. 
There remains a reservoir of womanpower which cannot 
be overlooked. Some indication of the health aspect asso- 
ciated with employing women is obtained from a recent 
report,” “Non-Occupational Disability in General Mo- 
tors,” based on claims filed by employees for sickness 
and accident benefits under the General Motors Group 
Insurance Program. The total time lost from work be- 
cause of nonoccupational disabilities which lasted more 
than seven days amounts to over 344 million days per 
year for General Motors, equivalent to a labor force to 
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Fig. 10.—Average duration of sicknesses among hourly employees by 
sex: data are based on 14,000 and 14,500 Group Insurance Program claims 
closed through December, 1950, beginning in the 12-month period ended 
July 31, 1950. 


operate the entire Cadillac Motor Car Division for a full 
year. This is nonoccupational disability, emphasizing the 
importance of not only industrial health but community 
health as well. Of special interest is the marked difference 


5. Repert of Mutual Fire and Casualty Insurance Industry, 1950. 

6. Courtesy of Mr. James Gillen, Director of Personnel Research, 
General Motors Corporation, and Dr. C. D. Selby. 

7. Wharton, D.: Old Man’s Department, Forbes 50: 14 (Nov.) 1942. 
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between male and female employees, as illustrated in 
Figures 8, 9, 10, and 11. In the course of a year, 87 male 
employees out of 1,000 have a nonoccupational sickness 
lasting more than seven days. The over-all female rate, 
(Fig. 8) is 239 out of 1,000 (excluding obstetrics) or 
three times more than males; the young female (under 
50) rate (Fig. 9) is 4 times that of the males. 

Not only in frequency of sickness but also in duration 
(Fig. 10 and 11) the female employees exceed the male. 
While the female employee is out an average of 62 days, 
the male employee is out an average of 48 days. 

This should suffice to indicate that there is no easy 
solution to the problem of adequate efficient labor force; 
either we reach upward into the older age group of men 
or we utilize a larger proportion of women, or both. 

COMMENT 

The consequences need not be as dark as is reflected 
by current statistics. Some of the poor showing reported 
for older men and for women is not necessarily inherent 
in these sources of labor force; rather it is in part, our 
failure to differentiate and delineate the capacities and 
limitations of the individual, whether male or female. 
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Fig. 11.—Average duration of sicknesses among hourly employees by 
Sex and age: data are based on 14,000 and 14,500 Group Insurance Pro- 
gram claims closed through December, 1950, beginning in the 12-month 
period ended July 31, 1950. 


It is a well-recognized principle in tooling of industry 
that it does not pay to use a chisel as a screw driver. Yet 
it is expected that any human can do any job as efficiently 
as any other. There are too many “human chisels” being 
employed as screw drivers and that is why some of our 
statistics look so bad. When industry puts the right man 
or woman on the right job, a tremendous improvement 
in efficiency will result. There is evidence of the validity 
of this in recent industrial practice. At Dodge Division of 
Chrysler Corporation,’ where an effort was and is being 
made to fit the job to the man; in a quality control report, 
a division of old men and handicapped rated near the top, 
with rejects less than 1% compared with 2% in most 
other departments, and accidents at a minimum. 


CONCLUSION 
The facts are clear; our labor force'is quite limited and, 
whether we like it or not, pressures of production will 
require reorientation to greater use of older men and also 
women. Industry has been brilliant in mechanical tooling. 
The challenge is to apply the same brains to “human 
tooling.” 
School of Public Health, University of Michigan. 
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TRAINING THE OVERAGE EMPLOYEE FOR RETIREMENT 


Phil N. Scheid, B.A.Sc., Chicago 


All competent speech instructors advise the neophyte 
to commence his address with some sort of a shocking 
statement; he should say something unusual about the 
usual. In this instance the title of this address in itself 
has a sufficiently shocking effect on the average member 
of the industrial management family to render any further 
treatment unnecessary. His most likely comment is “Why 
should industry undertake the expense and effort of a 
training program for the benefit of an employee who is 
about to be retired?” and he most logically argues that 
any further benefits paid for from productive earnings 
would be fostering the trend toward industrial socialism. 
Another comment might be “Why does a man have to be 
trained to rest?” although there is a growing recognition 
of the fact that preparation is necessary against the day 
when only the personal problems remain for thought 
and worry—when most time becomes leisure time. 

Isn’t it sufficient that many heavy manufacturers have 
now agreed to underwrite the expense of noncontributory 
retirement and pension programs, extended vacation 
benefits, liberalized sick benefits, and many additional 
so-called fringe items that in no way can be correlated 
with the individual’s productive output? 

The past five years have szen an increasing growth 
in the expense of these fringe costs. The 1950 cost of 
fringe benefits in one of our largest steel corporations 
was eight times as great as the fringe cost of 1936. The 
reluctance of business can, therefore, be undz2rstood 
when the subject of training for retirement is introduced. 
In contrast, however, the increasing general interest in 
“employee benefit” programs may explain why some 
efforts are being made by business concerns to undertake 
the problem of preparing the overage worker for retire- 
ment. 

RETIREMENT PREPARATION PROGRAMS 

Possibly in smaller communities, the “pub!ic relations” 
value of “doing something” for the retired employee is 
of sufficient import to a company to warrant the estab- 
lishment of a retirement preparation program. Other 
business organizations, which have already committed 
themselves to assist retired employees through the in- 
stallation of various types of benefit plans, feel that they 
are morally bound to extend further their interest in the 
form of retirement preparation programs. 

Inasmuch as several such programs are in operation, 
we can surmise that some business organizations have 
accepted the responsibility for preparing employees for 
retirement. 

We might arbitrarily classify these programs into two 
groups: “postseparation” and “preseparation.” By way 
of definition, the postseparation programs are those 
which attempt to provide the retired employee with some 
useful worthwhile activity once his employment relation- 
ship is disconnected. Preseparation programs are those 
of an introductory nature which manifest themselves in 


the form of conferences or individual consultations or 
arrangements with prospective retirees prior to employ- 
ment separation. 


Postseparation Programs.—Let us first examine a 
postseparation program. One such program is that of the 
Mohawk Development Service. This is an independent 
concern consisting primarily of retired employees of one 
of the larger electric corporations. It is an independent 
group working in the field of electrical engineering design. 
It is understood that this program is not corporation 
sponsored, but it certainly bears watching by the larger 
companies as an experimental project. 

Preszparation Programs.—Preseparation programs are 
by far the more numerous. Typical among these is the 
recently inaugurated “step down” retirement plan of 
Wrigley Corporation. On attainment of normal retire- 
ment age, the employee is granted a one-month leave of 
absence without pay. During the following year he is 
granted a two-month leave of absence without pay, and 
this leave period is thereafter expanded until he had grad- 
ually adjusted himself to his retired status through a 
gradual diminishing of active employment periods. 

Another such program is that of the Ithaca Gun Com- 
pany of Ithaca, New York. It is probably unfair to refer 
to this activity at Ithaca as a retirement program inas- 
much as employees are allowed to continue working as 
long as they are qualified to perform their work assign- 
ments. At Ithaca, employees are retained on the active 
payroll beyond what is generally referred to as the normal 
retirement age. 

These cases indicate extreme examples of the trend 
in industrial thinking toward adjustment programs for 
retired or overage employees. 

For our purposes we may further subdivide presepa- 
ration programs into “group type” programs and “in- 
dividual consultation” programs. 

Group Type: Typical of the group-type preseparation 
programs is the work done by Esso Standard Oil Com- 
pany. Sometime prior to retirement, the group of em- 
ployees is organized in a series of five sessions, each of 
one hour in duration. 

The following topics are covered: What is Retirement? 
Retirement and Your Health, Planning Your Retirement, 
What Have Others Done, and finally, a Round Table 
of Plans. 

Where financial problems must be solved, individual 
conferences are arranged with personnel counselors. 
Probably Esso is farthest advanced in the field of group 
programs for retired employees. The main feature of the 
Esso program is the sharing of personal plans and ideas 


D'rector of Training and Research, Pullman-Standard Car Manufactur- 
ing Company. 

Read in the Symposium on Aging before the Section on Preventive and 
Industrial Medicine and Public Health at the One Hundredth Annual 
Session of the American Medical Association, Atlantic City, June 14, 
1951. 
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that come about through participation in a group—possi- 
bly also, the formation of friendships which will develop 
and mature in retirement. 

Individual Consultation Type: Typical of the individ- 
ual consultation type program is that undertaken by 
Pullman-Standard. Some time prior to retirement the em- 
ployee and his supervisor are contacted by the personnel 
unit, and arrangements are made for a private consulta- 
tion with the employee. At such time, the problems con- 
cerning his retirement are reviewed and resolved as far 
as is possible. 

Actually, in many cases psychological problems are 
greater than financial, and, although his primary con- 
cern is financial security, the employee's viewpoint is 
colored by the fact that a pension usually represents a 
drop in income. He thinks of himself as insecure because 
he is forced to exist on a reduced income; he may not 
actually be financially insecure at all. 

Following this individual consultation, the usual termi- 
nation ceremonies are conducted and the employee is 
formally retired. 


CHANGING THE EMPLOYEE'S CONCEPT 
OF RETIREMENT 


The retirement preparation programs described here 
represent a tendency to approach the problem of retire- 
ment adjustment particularly in the larger corporations. 
In the majority, however, they seem to lack one basic 
ingredient—a catalyst that converts the retirees’ concept 
of a passive retirement existence into an appreciation of 
a period that must represent the satisfactory culmination 
of a productive occupational endeavor. It is necessary 
that this change in thinking be developed so that the 
prospective retiree can look forward to his life in retire- 
ment as a reward for the years he has spent in active 
employment. A lethargic attitude concerning retirement 
can hardly be corrected at the time when the employee 
realizes that the physical institution of a retirement prepa- 
ration program is necessary because he is at the period 
in life where the consideration of such a subject is manda- 
tory. It is difficult for any business organization to estab- 
lish and conduct a retirement preparation program that 
overcomes this objection. There are, however, two possi- 
ble solutions that can be explored. 

Employee “Awareness” Program.—The first solution 
is based on the premise that the employee himself should 
assume the responsibility for his retirement period. If 
this concept is to succeed in practice, the employee must 
be made aware of his retirement needs many years before 
he actually terminates active employment. Internal train- 
ing programs could be established for this purpose that 
would provide the individual incentive to plan personal 
retirement programs. The basic problem here lies in the 
fact that most employees in the prime of their occupa- 
tional existence cannot be sufficiently motivated to antici- 
pate a situation so far in the future. The objective of such 
a program would be intangible and its evaluation would 
be remote. 

“Senior Achievement” Programs.—The second possi- 
ble solution toward effective retirement status involves 
the establishment of semiactive endeavors with func- 
tional purposes. If I were assigned the task of developing 
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a plan for the adjustment of retired employees, I should 
recommend a program that is very similar to the activities 
conducted by the Junior Achievement movement. 

For the benefit of those who are not familiar with this 
activity, I might briefly explain that the Junior Achieve- 
ment movement is a program designed to educate young 
people in the benefits of the free enterprise business 
management system. A group of youngsters is assembled 
into what is known as a “Junior Achievement Company.” 
They organize themselves, raise capital, elect officers, 
and proceed to conduct a typical small business. In the 
larger commuiities, such as Chicago, centers are pro- 
vided where these junior companies meet periodically 
to produce their goods or services. 

For comparison purposes, let us suggest that we call 
this proposed activity for retired employees the “Senior 
Achievement Program.” If a like activity could be devel- 
oped for retired employees whereby they could organize 
themselves into groups, commence to produce goods or 
services, establish their own managerial, supervisory and 
labor groups, and market their commodities, all without 
being subjected to the usual -disciplinary controls and 
restrictions necessary in a normal business operation, I 
should think the retirement period could well become a 
phase of life to which the average industrial worker would 
enviously look forward. Perhaps progressive business 
concerns would appropriate funds to a qualified civic 
group which would undertake the responsibility for the 
organization of such a program for the benefit of entire 
communities. 

I realize that to present a projected idea to a group 
of this caliber is not generally the rule. However, it is 
apparent that business in general, and industrial organi- 
zations in particular, have not been sufficiently exposed to 
the problem of the aged employee, nor have they been 
properly motivated to adequately analyze the problem. 


CONCLUSIONS 

It is difficult to determine just which organizational 
division is responsible for concentrating the attention of 
management on the problem of preparing the overage 
employee for retirement. Adequate appreciation and re- 
search of the problem involve several factors, such as 
employee relations, subsequent medical responsibilities, 
training programs, and a multitude of complications not 
yet anticipated. The medical profession has been respon- 
sible for increasing the individual life span. The advice 
and counsel of its members is urgently needed by execu- 
tive management to determine ways and means of adjust- 
ing the individual to the new life that confronts him. In 
the last few years great strides have been made in the 
development of techniques and methods for the educa- 
tion of adults. 

It would appear that a new set of principles may be 
necessary before we can effectively educate the overage 
adult to cope with problems of his specific concern. Con- 
siderable cooperation, work, and research contributed 
jointly by the medical and education professions will be 
necessary before an adequate solution to the problem of 
training the overage employee for retirement is devel- 
oped. 
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SOCIOLOGICAL ASPECTS OF AGING 


Ollie A. Randall, M.A., New York 


The sociological aspects of aging are twofold—per- 
sonal and social. The median age of the population as 
a whole is steadily rising. This is a cold and uninteresting 
statistical fact, credit for which is variously assigned, but 
in all probability most properly to scientists in medicine 
and related health fieids and to their colleagues who have, 
through sanitary engineering and other devices, brought 
under control those environmental factors which once 
proved to be dangerously inimical to the maintenance of 
an acceptable level of personal and public health. In the 
setting provided by an aging population a single member 
of society discovers that he has lost the role of the 
“rugged individualist” irrevocably. He has unwittingly— 
one might say, perhaps involuntarily—exchanged this for 
the privilege of being individually rugged. If he be wise 
enough to avail himself of new knowledge and practices, 
he can attain and retain this status for more years than he 
once could. Sociologically speaking, this exchange means 
that few individuals can today be as completely masters 
of their destiny or, within predictable limits, determine 
the extent or scope or locale of their life’s activities with 
as much assurance and independence as could men as 
late as yesterday. This comparison may appear somewhat 
specious in the light of what is known of the natural and 
industrial forces which actually operated adversely for 
our ancestors, immediate and remote. However, with the 
highly specialized organization of industry, business, 
government, and even of agriculture which characterizes 
the enterprises of our country today, it cannot be argued 
that an individual today can be as free and independent 
in his own affairs, with the same degree of personal im- 
punity, as formerly he could be. And observation lends 
credence to the claim that this difference affects the older 
person more radically than the younger man or woman. 

The apparent, or perhaps the real, speed with which 
middle age, if not old age, has overtaken us individually 
and collectively has caught everyone short. There is un- 
preparedness in every aspect of economic, social, and 
personal life for this dividend of years granted to us. 
Basically, the most important and fundamental effect this 
has had is on the individuals who make up the nation, 
the state, and the city, town, or village in which we live. 
Their relationships to all the institutions of this democ- 
racy are in process of being, or have been altered. There 
is no single agency or organized unit of people which has 
not felt the impact of the increasing numbers of older 
people and the decreasing numbers of younger people. 

THE FAMILY 

The heaviest brunt of all the aspects of the industrial 
changes, the geographical shifts, and the general social 
apathy toward their meaning is being borne by the family. 
The conflict between the mores of the “face-to-face” 
family—that of parents and their young children—with 
those of the family which encompasses three, four, and 
five generations, as well as other kin, is one which is 
making devastating inroads on the institution of the 
family itself by endangering the ability of individuals to 
maintain essential affectional ties within it. By what 


amounts almost to the sacrifice of this all important unit, 
society is increasingly exercising pressure to place more 
and more responsibility for more and more older people 
on younger folks, who cannot begin to carry that respon- 
sibility if they meet adequately what is expected of them 
as parents of their own children. This threat to the family 
is one of the grave sociological problems of our day. Such 
learned men as Lawrence K. Frank assure us the family 
has in it the vitality and resilience to survive the stresses 
and strains of life in the 1950’s, not without suffering 
damage, but without yielding to ultimate annihilation. 
That the family is receiving much attention from social 
scientists and anthropologists is well known, but it is less 
well known that the imposition of intolerable burdens 
of support for older people is found in many families to 
be a major factor in what specialists are prone to call its 
instability. The very counselors who are working their 
level best to hold families together by whatever means are 
at their disposal, also subscribe, perhaps unconsciously 
but effectively, to those principles of family responsibility 
which are written into the law of the land as they have 
come down to us through the ages. This cross purpose 
process does not hasten the resolution of the conflict. 


SOME ECONOMIC ASPECTS 
Part of the family problem arises from the difficulty 
of financial support for older people through such an 
extended period of life, when opportunities to work for 
hire are denied them on the basis of chronological age, 
not only after they have reached the legislatively estab- 
lished old age of 65, but, unfortunately, in far too many 
instances many years prior to that. This poses financial 
and social difficulties for the country which are reflected 
in the inner circles of family life. The comprehensive 
assistance programs, and insurance and pension plans 
now in operation and being initiated in greater numbers, 
placed a minimum economic floor under old age. With the 
growing size of the old age group these will be stretched 
to the irreducible minimum and the floor may become 
too thin or too weak to be sound underpinning. Such 
failure would be nationally disastrous. For this reason 
neither individuals nor society can afford to keep so much 
potential productive power idle, or keep so many people 
not starving but half starving, not merely for bodily sus- 
tenance but for sustenance of the spirit. Wars, or prepa- 
ration for war, surely cannot be the only solution on 
which we are to depend for the fuller employment and 
the fuller use of the skills of our aging and aged. 


SOCIAL ASPECTS 
Beyond the reorganization of business and industry in 
order to conserve and utilize precious and currently 
wasted manpower, there must be similar reorganization 
of other social institutions, such as the school, the church, 
the social services, and civic and governmental units. 


Miss Randall is Consultant on Services for the Aged, Community 
Service Society of New York. 
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The school system must adjust to a gradually decreasing 
number of young folks. Simultaneously it must adapt its 
curriculum to prepare pupils for a lifetime at least a 
third or a half longer than that for which students were 
once prepared. It is imperative that courses for adults be 
given the place in any community's system of education 
which the size of the adult population deserves. The social 
services, which in line with the general cultural pattern 
have placed their major emphasis on youth, must soon 
begin to include in their consciousness and in their pro- 
grams meeting the needs of aging persons as individuals 
or as members of a family group. Only by more scientific 
study of the young and the old and the relation of one to 
the other will better and more useful data for the guidance 
of each be developed. Family agencies must discover 
what effect the presence or the absence of older people 
in the family has on the family. Especially is this indicated 
since in spite of the seeming instability of the family we 
are still led to believe it is the place most conducive to 
the maintenance of emotional and mental balance for 
the general run of individuals of any age. Census figures 
would lead us to the conclusion that all social institutions 
must adapt their services to communities with more 
single elderly individuals in them—especially single 
women—who are outliving and outnumbering the men in 
the upper age brackets. In other words, all professional 
personnel who share the common goal of helping in- 
dividuals to realize to the fullest their capacities for 
living have had placed on them a new and inescapable 
responsibility for divesting themselves of the prejudices 
to which they are naturally heir as to aging and old age, 
of their resistance to an appreciation of the positive 
elements in an older person’s situation and in his per- 
sonality, of their understandable tendency to concentrate 
efforts upon the young. Only if this happens can the 
stereotype, which has so firmly fastened a strangle-hold 
on our minds and our emotions, be thoroughly shattered 
and a new prototype set for old age in the coming decades. 

With the rapid march of business and industrial organi- 
zation and the concurrent drive for improved working 
conditions, the dividend of more leisure time has accrued 
to all members of society. This presents the country with 
a challenging paradox. The concerted efforts to achieve 
shorter working days and weeks by the younger segment 
of the population, or by those in the active labor force, 
have been counterbalanced, on the other hand, by the 
intense dissatisfaction of many oldsters who find them- 
selves committed, willy-nilly, to a life of leisure and, for 
far too many, one of idleness and utter boredom. This 
reallocation of time invests it for some with real value, 
and for others robs it of all value. Hence there is for the 
first time the phenomenon now engaging the attention 
of many communities, local, state and national, of idle 
hands and minds belonging to thousands of unemployed 
not regarded as of the labor market, for in it are the 
roots of the Townsend and other old age movements 
led by opportunistic demagogues. One antidote to these 
is the organization of “golden age” clubs, which appear 
at first blush to be very superficial, but which if provided 
with professional leadership, endowed with a seriousness 
of purpose, and correlated with sound adult educational 
programs and with those of religious groups, can be 
genuinely useful in giving older people the thrill and 


J.A.M.A., Dec. 1, 1951 


excitement of creative activity and the essential feeling of 
belonging. While such activity may serve in lieu of gainful 
employment, it also serves simultaneously as a brake on 
the less constructive use to which the organized groups 
of people, with time on their hands in the later decades, 
have been put. Beyond this, it also serves as a means of 
the possible prevention or retardation of the alarming 
movement of persons 60 and over into the hospitals for 
the mentally ill—an expensive drain on the state for care 
that is inappropriate and is actually required, at least on 
first admission, by relatively few persons. 

One other striking socioiogical aspect of our aging 
population directly related to the oversupply of enforced 
leisure, as well as that which is welcome, is to be seen 
by anyone who looks. That is the movement of the older 
people whom we have so successfully fractionated from 
the rest of the community to warmer climes and to places 
where living promises to be easier and cheaper. Such a 
movement can result not only in leaving abandoned farms 
and ghost towns in New England and the Middlewest, 
but also in developing a new kind of boom town in the 
South and West, in which the average age will be in the 
seventies and the average income will not be high 
but fairly regular. Not oniy will this movement entail a 
revision of civic government and services in the towns 
the oidsters have left behind them and in the towns on 
which they have descended to settle anew in their old 
age, but this inevitably will affect reapportionment of 
representation on the basis of the voting population of 
the respective areas. It has been said by men wise in the 
political sciences that older people do not change their 
political loyalties. If this be so, the political activities 
of different parts of the country may be tinged if not 
colored by the admixture of sizable numbers of voters 
from elsewhere, and the home state too will sense the 
shift of power by its losses. It may therefore be the part 
of wisdom and sound strategy to study the theoretical 
projections as to the direction of the treks of a people who 
haye the habit of travel and also have the leisure with 
which to indulge that habit. Services or housing appro- 
priate to their changing needs may then be planned 
with a greater probability of their suitability and location. 
Such study might demonstrate that, if life in the home 
town could be made more tolerable and enjoyable, that 
is where they would likely prefer to keep the permanent 


home base. 
CONCLUSION 


The sociological changes occasioned by the aging of 
the population are many. They cut deep into the social 
pattern of every community. The response of society to 
such changes notably lags behind the recognized indica- 
tions for action. The coming decade will be a critical one 
for older people and for society as a whole. The faint 
stirring of an awakened country, now reflected in dis- 
cussion and openly expressed concern as to the aging 
population, must soon be converted into positive action. 
It is inconceivable that the American people once aroused 
will not work out the desired integration of its aging and 
aged citizens, for on this is dependent their own ultimate 
salvation. The words of Lloyd George, “The true test 
of our civilization is in the way we treat our old people,” 
have significance for us today as never before. 
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AN ORIENTATION OF THE PROBLEMS OF AGING 


Robert A. Moore, M.D., St. Louis 


The problem which is before all people in the United 
States in general, and before gerontologists in particular, 
may be stated in a simple question: What adjustments 
should and must be made in our society to meet the 
changing proportions of age groups in our population? 
The answer to the question is not simple because the solu- 
tion of the problem, and consequently the adjustments, 
will touch on every facet of our social and economic life. 


WHAT GERONTOLOGY IS 

Gerontology, the study of the aging processes, is not 
a discipline of concern chiefly or even primarily to the 
gerontologist. In fact, I believe we would make more 
progress if we recognize once and for all that gerontology 
is not a separable and distinct area of knowledge and ac- 
tivity. Rather, it is a subspecialty of every other branch 
of learning. I apply this concept to medicine, that is to 
geriatrics, as well as to all other areas. Thus, there may 
be geriatric internists, geriatric surgeons, and geriatric 
allergists, but no geriatricians who cover the entire field 
of medicine. Unfortunately, a group of internists inter- 
ested in diseases of the aged have come to be looked 
upon as all inclusive geriatrists, when in fact most of them 
would be the first to deny this and would call themselves 
geriatric internists. A minority in favor of a separate 
specialty cite the analogy with pediatrics, forgetting that 
the present day pediatrician is in fact a pediatric internist 
who calls in consultation the surgeon, the urologist, the 
otolaryngologist, and others. 

On the other hand, I would equally defend the forma- 
tion of societies of gerontology and of geriatrics, if for 
no other reason than I would be a hypocrite if I did not, 
since I was one of the incorporators of the Gerontological 
Society. The value of societies and meetings of those in- 
terested in aging and the aged is not to separate the mem- 
bers and attendants from other groups, but to bring to- 
gether individuals from many different groups in a joint 
study of mutual problems. 

Thus, I would make as my first point in what our 
chairman has graciously called “orientation,” that ger- 
ontology is not a science or a discipline in the usual 
sense, but is interdisciplinary in its scope. With this con- 
cept no one is only a gerontologist or a geriatrist. 


PROBLEMS OF GERONTOLOGY 

With that as a starting point let us proceed to examine 
some of the more important problems of gerontology. 
Manifestly it is impossible in a short time to discuss any 
one more than briefly. It is apparent that my selection of 
topics and my discussion of them will be colored by the 
fact that I am first, a physician; second, a pathologist; 
and third, a dean. 

Need for Knowledge of Aging Processes.—I would 
consider as most important the need for greater knowl- 
edge of the nature of the processes of aging, i. e., the bio- 
chemical and biophysical processes that occur as proto- 
plasm ages. 


Let us approach this problem in the same way we have 
attacked the problem of the infectious diseases. The mor- 
bidity and mortality from the infectious diseases were 
not brought down by starting with an attempt to treat 
each of them specifically. Public health and preventive 
medicine today rest on 70 years of careful basic labora- 
tory study of the growth characteristics of bacteria and 
viruses, and the reaction of tissues and cells to them. 

In these fundamental investigations we should not 
place too restricted a definition on gerontology. Most 
people associate the term with the higher groups of 
chronologic age, with man or at the most mammals, and 
with biology. Much of value will be lost if this concept 
is accepted. 

First, aging may be studied at any chronologic age in 
certain tissues and cells. For example, Heuser’s mem- 
brane appears, does something, and disappears during 
the first 10 days of human gestation. Or, the ductus ar- 
teriosus undergoes involution in the first two months 
after birth. Or, the thymus begins to involute after pu- 
berty. Or, the healing of a wound at any age reproduces 
the cycle of life with proliferation of fibroblasts, deposit 
of collagen, and maturation of the scar. A precise study 
of the conversion of fibroblasts to fibrocytes, the matura- 
tion of collagen, and the hyalinization of connective 
tissue in an animal of any age might give real information 
on age changes in connective tissues, one of the more 
significant and important fields of study. 

Second, aging is not restricted to man or to mammals, 
but occurs in all forms of life and in some inanimate ob- 
jects. In fact, by analogy with other fields where progress 
has been made, investigation in the lower forms is simpler 
because of better control and fewer unknown factors. 
A study of the aging of crystals or of metals may well 
have a bearing on aging of protoplasm. 

Third, aging is not a process which is entirely bio- 
logical in a physical and chemical sense, but is a process 
with psychological and sociological aspects. These ap- 
proaches must be studied independently and in coopera- 
tion with the biological. Our objective is not only “to 
add years to life,” but also “to add life to years.” What 
have we gained if we keep people alive but devoid of the 
joy and satisfaction of life. I believe that, with energy and 
imagination, we can some day define and study mental 
and social factors as precisely as today we study 
chemistry. Need I say any more along the line of funda- 
mental studies to illustrate my basic thesis that geron- 
tology is interdisciplinary in scope and activity? 

Recruitment and Training of Personnel.—A close 
second to fundamental investigation, if not a co-first for 
meeting the problem of gerontology, is the recruitment 
and training of personnel. We need well-trained young 
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men and women in the field. On this topic I would again 
emphasize that we do not wish to train gerontologists, 
but rather biochemists, physiologists, internists, and 
others who have a special interest in problems of aging. 

It is desirable to establish a few major centers of re- 
search and education, but make certain they do not be- 
come ivery towers isolated from other activities and 
fields. 

Provision of Medical Care.—A third topic I wish to 
discuss briefly is more prosaic than research and educa- 
tion, and that is the provision of medical care, both pro- 
fessionally and physically, for an aging population. 

It is recognized that the older person has greater need 
of the physician. The tentative figure of the Health In- 
surance Plan in New York gives some idea of the magni- 
tude of this. For men 65 to 69 the average physician 
service per year was 4.9 visits as compared to an average 
of about 3.5 visits in the 20's and 30’s or almost 50% 
greater. With women the utilization rate in the aged is 
not as great as during the reproductive period so there 
is no problem because of the increase in the higher age 
groups. 

On the physical side, there is the question of the size 
and type of hospitals. First, there is a progressive in- 
crease in invalids with increasing age. Invalidism is a 
relative term, and this accepted fact is nothing more than 
an indication that we must place increasing emphasis on 
rehabilitation in our hospitals and clinics. America, for 
its own salvation, can not tolerate the degree of invalid- 
ism we have in the past. Millions of people must be re- 
habilitated to a useful social and economic life. 


J.A.M.A., Dec. 1, 1951 


Second, older people are admitted to hospitals more 
frequently and stay longer. Thus, a given proportion of 
hospital beds to the population 10 years ago or today is 
not adequate for the future. For example, in the Bellevue 
Hospital, New York, the percentage increase in admis- 
sion of older persons is very different from the shifts in 
population. 

Further, many of these older people do not require 
the type of hospital care which has been used in the past. 
Our hospitals are designed and operated for the acutely 
ill person requiring room service plus. Many patients, 
and particularly those with a chronic disease, require 
full hospital service for a few days and then would bene- 
fit physically and psychologically from a modified hotel 
plan. 

There are many other topics I could discuss. The fact 
I have mentioned only medical problems is a reflection of 
my own primary interests and is not an indication I do 
not believe that the sociologist, social worker, the econo- 
mist, the psychologist, and many others do not have an 
important contribution in this field. 


SUMMARY 

In summary, my concept of an orientation in geron- 
tology is first, that we have an increasing problem and 
must give it increasing attention; second, that geron- 
tology is a subspecialty of many other specialties and, 
hence, is interdisciplinary in scope rather than a distinct 
discipline; and third, that individuals from many different 
fields must cooperate in a solution of the problems. 
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ASPECTS OF AGING 


S. Charles Franco, M.D., New York 


We are all aware that a progressively larger proportion 
of our national population is comprised of middle-aged 
and older people. In the past 50 years, the average life 
expectancy of the American people has increased from 
49% to 6742 years. As a result of this increased life 
expectancy, the number of persons in our nation who 
are 65 years of age and over has quadrupled since the 
turn of the century, while the over-all population figure 
has only doubled. Today 1 out of 12 persons in our 
country is over 65 years of age; by 1975 this number 
will soar to 1 out of every 9 persons. 

The increase in average life expectancy has not been 
associated with a proportionate increase in working-life 
expectancy. The gap between retirement and death now 
stands at five and one-half years; about double the length 
of that in 1900. Under the present trend it will have 
tripled by 1975. Industry, if it continues its present re- 
tirement practices, will be faced with a seriously depleted 
labor pool and top-heavy pension costs. The individual 
worker will be faced with increased years of inactivity, 
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with, a drastically reduced income, under conditions 
which are psychologically and physically degenerative. 

For the medical man in industry these facts and trends 
present two serious problems which need attention. The 
first is an immediate problem and concerns men who are 
at, or near, the so-called “normal” retirement age of 65. 
It presents the question to us, “How can we keep these 
men in the nation’s manpower pool as productive mem- 
bers?” 

The second problem concerns a long-range view and 
covers all workers. The problem is this: “How can we 
prevent the nation’s workers from falling prey to the 
diseases of old age—so that they can look forward to 
longer years of health and productive labor?” 


RETAINING ABLE WORKERS OVER AGE 65 


The first question was dealt with recently in a paper 
presented at the American Gas Association Convention 
by the late Dr. John J. Wittmer, vice-president in charge 
of employee relations at the Consolidated Edison Com- 
pany of New York. In this paper, entitled “Are Grey- 
beards White Elephants?” Dr. Wittmer proposed the 
establishment of a retirement panel to review each worker 
coming up for age retirement on an individual basis, with 
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the purpose in mind of continuing in industry, beyond 
age 65, workers who are physically and productively 
able. This panel would be composed of an executive rep- 
resenting the physical employee groups, an executive 
representing the nonphysical employee groups, and an 
executive representing industrial relations activities. It 
would make its decision, as to whether a worker would 
be retained or retired, on the basis of an efficiency report 
submitted by the worker’s department and a report on the 
employee’s health status submitted by the medical depart- 
ment. The importance of the medical department to the 
success of this program can be easily seen. 


A LONG-RANGE PROGRAM 


If the medical department is important in solving our 
first problem, it is doubly important in a long-range pro- 
gram designed to help workers to continue for as long 
as possible as self-supporting producers. 

The fact is widely recognized and accepted that it is 
not a worker’s chronological age which necessitates his 
retirement at age 65, but rather the physical disabilities 
which normally accompany advanced age. Our aim, then, 
should be to free workers, as much as is possible, from 
these disabilities. 

Rehabilitation of Workers with Chronic Diseases.— 
This program would be a two-ply one. The first phase 
would be concerned with the rehabilitation of workers 
of any age who are chronically disabled by such medical 
conditions as heart disease, hemiplegia, arthritis, or 
tuberculosis, so that the remaining physical capacities 
of such workers might be effectively utilized and their 
working life-span lengthened. Very worthwhile results 
have been obtained by the retraining of workers handi- 
capped by amputation, deformity of limbs, or loss of 
vision, as we all know. I see no valid reason why there 
could not be similar industrial rehabilitation of workers 
disabled by the chronic diseases. Of course, the role of 
the industrial medical department in the rehabilitation 
process would be limited to the selection of the type of 
patient who would be benefited by rehabilitation, and 
assistance in the selective placement of the retrained 
worker. The actual rehabilitation process entails, as we 
all realize, treatment and facilities which do not fit into 
the scope of an industrial medical department, and would 
have to be handled by those organizations which special- 
ize in such work. 

Administration of the selective placement program 
could be carried out by a disability panel such as we 
presently have at Consolidated Edison. This panel, which 
is composed of representatives from the medical and per- 
sonnel departments, the operating department concerned, 
and the executive management, meets weekly to review 
the problem presented in each case where physical dis- 
ability has been established by work performance or 
medical examination, or both. The medical information 
is kept confidential and is described in broad terms as 
an “acute” or “chronic” medical condition. The possi- 
bility of recurrence or progression of the disease is noted. 
The prognosis as regards absence frequency and life ex- 
pectancy is estimated. The physical restrictions required 
for the welfare of the employee and the safety of others 
are outlined, and the operating department matches these 
against the job requirements. At present this panel makes 
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one of two decisions: either the man is retained as being 
capable of placement in a job where his disability will 
not affect his work efficiency, or he is retired for dis- 
ability. It is easy to see how this panel could also be 
utilized to administer a rehabilitation program and pro- 
vide for the placement of employees successfully re- 
habilitated. 

Detection and Prevention of Disease —The other, and 
larger, phase of our long-run industrial health program 
would be concerned primarily with the detection and pre- 
vention of diseases which would shorten work-life ex- 
pectancy. As we all know, the leading causes of death 
today are diseases of the heart and arteries, and cancer. 
These are diseases which strike primarily at persons over 
age 40 and are thus the diseases with which we must be 
most concerned. Of the two, cancer is but a small factor 
in causing disability in industry. Heart disease is the pri- 
mary enemy of the older worker, and it is against this 
malady that our greatest efforts must be expended. Sta- 
tistical analysis has shown us that hypertension and coro- 
nary artery disease are the most prevalent of the cardio- 
vascular diseases in the older worker; in fact, in a review 
of 1,821 cases of heart disease among the 25,000 em- 
ployees in our company we found that coronary artery 
disease, hypertension, and arteriosclerosis accounted for 
nearly 90% of the cases. It is my belief that an adequate 
program of preventive medicine on the part of industry 
can save many of its employees from the crippling effects 
of such ailments. 

I believe such a program should have as its foundation, 
a periodic physical examination beginning at, say, age 
40. The practicability of extending this type of exami- 
nation to all our employees has encountered the obstacle 
of time consumed without evidence of tangible return. 
A multiphasic screening examination that utilizes certain 
laboratory procedures, without accomplishing a com- 
plete physical examination, has been advocated as a 
means of selecting patients who should undergo more 
detailed examination. Although the value of the multi- 
phasic screening technique has not been thoroughly 
established, its use as a preliminary step, to eliminate 
from further examination those employees who have 
normal findings, should result in a great saving in time 
and money and might prove more practical than exclu- 
sive use of the time-consuming periodic examination. 
This multiphasic screening test would consist of blood 
pressure reading, weight, urinalysis, blood serological 
test, and possibly hemoglobin determination, electro- 
cardiogram, and ballistocardiogram by a portable direct 
writing machine. If available, a chest x-ray or photo- 
fluorograph would give additional information concern- 
ing the lungs and, in some cases, the heart. The screening 
technique could also be utilized as an aid to the periodic 
examination by having all the laboratory procedures 
assembled in one file when the employee appeared for 
the physical examination. However, no mechanical de- 
vice can replace the clinical acumen of the examining 
physician, and, aside from the apparent deficiencies of 
the screening technique, there is the fact that this system 
overlooks the personal equation of the doctor-patient 
relationship. 
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A complete periodic examination and interview could 
be accomplished in 20 or 30 minutes, especially if the 
aforementioned basic laboratory data is prepared in 
advance. The procedure could be further expedited if the 
employee appeared for the examination with a short out- 
lined health history form on which he had previously 
checked certain important items. An outlined physical 
examination form would allow the physician to rapidly 
list the clinical findings. Using this technique, the phy- 
sician will have time to impart advice on errors in diet 
and habit which seem to be related to degenerative 
disease. Although health education without a personal 
physical examination has been proven valueless, an ex- 
amination with no explanation or advice to the employee 
involved would also prove without value. Health counsel- 
ling has proven its worth in the periodic examination of 
executives. 
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CONCLUSION 


No results can be guaranteed for the programs which 
I have suggested, but, if we go slowly, first on a limited 
scale, and with proper prudence as to the cost involved, 
we may find that these programs can result in a saving 
for industry of thousands of workers formerly declared 
unfit for active work, and may bring to thousands of per- 
sons longer life, improved health, and an opportunity to 
continue as active members of society long after age 65. 
The responsibility of the medical department to the 
worker and to industry will be great. The situation calls 
for a great deal of clinical acumen and for the develop- 
ment of clinical and administrative techniques to prop- 
erly evaluate our progress in dealing with the problems 
of aging in industry. 

Medical Department, Consolidated Edison Co. of New York, 
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From a purely chronological point of view, the psychi- 
atric disorders of the aged fall into three main groups: 
the presenile disorders, which begin as early as the fourth 
decade; disorders of the involutional period, which occur 
between 45 and 60; and the senile mental diseases, which 
have their onset after 60 or 65. But in mental as well as 
physical health the transition from physiological to patho- 
logical aging is influenced by many other factors besides 
the years the patient has lived. Individual variation in 
personality is as great in the older as in the younger age 
groups, and physiological and psychological age by no 
means always parallel chronological age. 

Although certain psychological problems are common 
to all who reach the period of senescence, it is indeed 
fortunate that the overwhelming majority of the aged re- 
tain their mental faculties to the full. In a study of 477 
individuals over 65 who were living in the community, 
Post' found that 81.8% were mentally normal, and of the 
remaining 18.2%, 14.4% showed borderline changes in 
their mental functions and habits. Only 3.8% showed 
evidence of definite psychiatric disability. 

In the United States perhaps more than in other coun- 
tries, the growing preponderance of aged individuals in 
the population has been reflected in increased demands 
on public psychiatry hospitals. Approximately one-third 
of the patients currently being admitted to state mental 
hospitals are over 60 years of age. A recent survey of 
3,386 patients over the age of 65 in five state hospitals in 
Michigan revealed that this age group has increased the 
burden placed on state institutions to twice the extent of 
its increase in the general population. About 38% of 
patients admitted to mental hospitals at present have 
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senile psychoses or psychoses with cerebral arterioscler- 
osis.* Not all aged patients with these two most common 
psychiatric diagnoses automatically require commitment 
to public institutions. When there is inadequate provision 
for the care of elderly patients in their homes or commu- 
nities, institutionalization is sometimes employed for 
nothing more than mild confusion, memory impairment, 
and physical infirmity. Thus the reason for hospitaliza- 
tion is often primarily sociological rather than psychi- 
atric. There is no doubt that the number of aged now 
being committed, even though they are legally eligible, 
could be reduced by intelligent social planning. 

Although geriatric psychiatry has the primary respon- 
sibility of supervising the care of the aged in mental hos- 
pitals, its preventive arm is constantly being extended to 
the growing number who could be more economically and 
more satisfactorily cared for without commitment. The 
need is especially great with respect to borderline psychi- 
atric conditions with mild mental and emotional deterio- 
ration. Treatment of these problems must be the joint 
concern of many disciplines. The medical, vocational, 
and environmental aspects are often as great as the psy- 
chiatric, and when the principles of preventive mental 
health are combined with these, institutionalization may 
often be delayed or entirely avoided. 


PERSONALITY CHANGES OF AGING 


There is great need for better understanding of the 
psychological changes which take place with the normal 
aging process. Many elderly persons are unnecessarily 
alarmed and pessimistic over the changes which are an in- 
evitable accompaniment of physiological aging. Just’ as 
the paralyzing effect of cancerphobia must be combatted 
by vigorous educational efforts, the common “old age 
complex” found even in many who are not otherwise 
neurotic should be alleviated by clearer understanding 
and acceptance of the personality changes to be expected 
with advancing years. The more characteristic personal- 
ity manifestations of age may be listed as follows: 


Vol. 147, No. 14 


1. Increased conservatism in mental outlook. 

2. Exaggeration of lifelong character traits, opinions, biases, 
and prejudices. 

3. Progressive attenuation of interest in new things and new 
situations. 

4. Disinclination to form new habits and associations. 


5. Impairment of memories for recent events, with ease of 
recall of past memories and indulgence in reminiscenses. 

6. Decreased span of attention, lessened capacity for mental 
work, with greater fatigability. 

7. Slowing in speed and diminution in accuracy of thought. 


It is apparent that the advantages which accumulated 
skill, habits of work, experience, and seasoned judgment 
bring to the aged more than compensate for the slowing 
of speed and diminished flexibility of mental functions. 
Undue concern and preoccupation over the physical and 
mental restrictions, with resulting failure to utilize the 
personality assets of the advancing years, is a common 
finding in the neuroses and many of the psychoses of this 
age span. 

PSYCHOLOGICAL CHANGES OF AGING 

While there are few psychiatric disorders that do not 
occur either for the first time or as recurrences after the 
fifth decade, it is generally true that psychogenic dis- 
orders usually make their initial appearance earlier, while 
by far the greater number of organic brain disorders 
occur after the fourth decade. As is true of most nervous 
conditions associated with the menopause, individuals 
who have been psychologically well adjusted in previous 
years have less serious personality difficulties in their old 
age. It is uncommon for psychoneurosis to occur for the 
first time after the age of 60. In a study of 67 patients 
over 60 who were hospitalized because of psychoneurotic 
disabilities, Clow and Allen found that 21 had had ade- 
quate personalities, 28 showed conspicuous neurotic 
traits which did not often seem to interfere with their 
generally satisfactory adjustment, 13 had made a fair life 
adjustment with more frequent disabling episodes, and 
5 had suffered consistently with neurotic difficulties.‘ 

However, there are some special conditions accom- 
panying advanced age which predispose to psychogenic 
disorders of varying degrees, even in individuals of rela- 
tively stable make-up who have not previously come to 
attention for psychoneurotic symptoms or complaints. 
The most important of these are (1) concern over health, 
whether actual or exaggerated; (2) worry over finances 
and fear of losing security; (3) loneliness and fear of not 
being wanted; (4) feelings of having outlived one’s use- 
fulness; and (5) fear of losing the place formerly enjoyed 
in the community. The more common external precipi- 
tating factors of neurosis in the aged are (1) death of 
husband or wife; (2) threatened disability from real phy- 
sical disorders; (3) and, less frequently, problems result- 
ing from financial loss, retirement, breaking up the home, 
and the necessity of moving into a new and strange en- 
vironment.* 

It is worthy of note that the complaints of older 
psychoneurotic patients revolve about preoccupation 
with physical symptoms, the gastrointestinal tract being 
most frequently involved. The aged differ from younger 
psychoneurotic patients in that they are less disturbed by 
sexual conflicts. Reactivation of infantile and early ado- 
lescent traumatic material frequently occurs in those who 
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have had previous psychoneurotic illness. In general, the 
neurotic development of aged patients tends to be of a 
more diffuse nature, with emotional depression recurring 
as a prominent symptom. 


EARLY ORGANIC MENTAL CHANGES 


Even when the personality changes of age are accentu- 
ated as the result of early organic alteration, the capacity 
of the individual to adjust is more directly related to his 
complex cultural, economic, and family problems than 
to the demonstrable pathologic changes.° Very frequently 
the cerebral impairment is the least important factor re- 
quiring psychiatric treatment. It is the reaction patterns 
of the individual’s life which offer the greater challenge 
to therapy. As Lawton has aptly stated, some of the os- 
*tensible mental deterioration of older persons is simply 
the cumulative effect of poor work habits. 

A review of the personality changes found in mild 
senile mental deterioration reveals clearly the importance 
of the emotional reactions in determining which of these 
patients can safely continue to live in the community. 
Following are some of the more common evidences of 
simple deterioration: 

1. Definite memory failure, with confabulation. 

2. Markedly restricted mental activity, with a tendency toward 


apathy. 
3. Aberration of talk; loquacity, rambling, slowing, and pov- 
erty of speech. me 


4. Loss of interest and desire for occupation. 

5. Morbid dislike of new things and new ideas (misoneism). 

6. Diminished capacity for self-care and neglect of per 
sonal appearance. 

7. Pathological emotional reactions under stress. 

8. Asocial behavior outbursts. 


With the possible exception of the last item, none of 
these disturbances in less severe form must lead inevita- 
bly to commitment, but they do require modification of 
the social and environmental conditions which will per- 
mit the aged patient to live with safety and without harm 
to others. Commitment should be considered only as a 
last resort for those patients who show destructiveness, 
aggressive tendencies, combativeness, marked depres- 
sion, persistent noisiness, resistiveness, and disturbing be- 
wilderment, delusions, and hallucinations. 

CONCLUSION 

On the preventive side, geriatric psychiatry stands be- 
fore the great task of joining with all other community 
resources dedicated to the improvement of the social and 
psychological integration of the aged within the complex 
framework of modern society. The first steps toward the 
goal of healthy transition from middle age to balanced 
old age will be attained if there is better understanding 
and acceptance of what is already known about the nor- 
mal physiology and psychology of aging, if there is greater 
appreciation of the need for the aged to continue useful 
interests and activities, and if the aged are given oppor- 
tunity to maintain an adequate social life and a useful 
place in the community. 
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VARIOUS DRUGS IN TREATMENT 


OF EPILEPSY 


Elinor R. Ives, M.D., Los Angeles 


The patients in this study on the comparison of the 
efficacy of various drugs in the treatment of epilepsy 
attended the Los Angeles General Hospital outpatient 
department. Altogether 1,064 charts were reviewed. Of 
these, the records of only 212 patients seemed adequate 
for this study. Ages of the patients ranged from less than 
1 year to 80 years, with over one-half between 21 to 50 
years old, and about one-quarter under 21. The length 
of time over which seizures had been experienced varied” 
from less than | year to over 62 years, with one-quarter 
of the patients having had seizures over 15 years, and 
more than one-half, over 6 years. 


ETIOLOGY 

There was significant evidence of an organic lesion in 
104 patients, and of familial incidence in 11. In the re- 
maining 97 patients etiology could not be definitely 
established. Of the 104 patients with organic pathology, 
in 10 the pathology was owing to birth injury, in 25 to 
later trauma, and in 29 to infection, of which 11 were 
luetic, and 18 meningitic, encephalitic, or due to brain 
abscess. Space-occupying lesions or their sequelae were 
responsible in six, cerebrovascular disorder in five, and 
alcoholism in five. There was one patient with each of 
the following: Danlos-Ehler disease, Sherwood-Moore ' 
syndrome, hypoglycemia, and diabetes. Porencephalic 
cyst or cortical atrophy was demonstrated in seven other 
patients. In the remaining 13 patients, more than one of 
the above factors was present. Electroencephalograms, 
x-rays of the skull, and spinal punctures were performed 
on about one-half of the total group of 212 patients. 
Pneumoencephalograms were done in 22 patients, angio- 
grams or ventricle studies in 6, and cranial surgery was 
done in 10. 

Seizures were classified as petit mal, jacksonian, auto- 
nomic, or psychomotor, only when they were unmis- 
takably these types. The remainder were divided arbi- 
trarily into grand mal if sufficiently severe to cause the 
patient to fall, or minor-mixed type if the patient re- 
mained upright. 

Anticonvulsants included phenobarbital sodium, 
diphenylhydantoin (dilantin®) sodium, methylphenyl- 
ethyl hydantoin (mesantoin*), mephobarbital 
(mebaral*), amphetamine (benzedrine™) sulfate, tri- 
methadione (tridione*), and “nuvarone” (3-methyl, 5, 
phenylhydantoin), an experimental drug furnished 
through the courtesy of the Abbott Laboratories, North 
Chicago, Ill. The effectiveness of the anticonvulsant was 
determined by comparing the number of seizures in the 
six months preceding its use with the number of seizures 
occurring in the six months following the administra- 
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tion of the drug. In those instances where patients con- 
tinued to have seizures and therefore were given sev- 
eral anticonvulsants, the period of observation for each 
drug was often much shorter but seizures were still com- 
puted on the basis of incidence per six months. Patients 
were termed controlled if they had no seizures or auras 
in the six-month period; they were called improved if 
the number of seizures was reduced by over 50%. 


PHENOBARBITAL 
Phenobarbital was taken by 111 patients. In 34 in- 
stances it had been prescribed before the patient first 
attended the clinic and was the base line used for the 
effectiveness of other drugs. In 77 patients administra- 
tion was begun in the clinic. Of these, 30 patients (27% ) 
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Fig. 1.—The effect of six drugs on 212 patients with epilepsy. 


showed control, and 21 patients (19% ) improvement. 
There was an increase in the number of seizures in 15 
patients (13.5%). The best results occurred in the 
group of 53 patients who had had no previous treat- 
ment. Seizures were suppressed in 24, or roughly one- 
half of these, compared to 6, or about one-quarter of 
the group of 24 patients who were taking other anti- 
convulsants when placed on phenobarbital. Success 
varied with the type of seizure. The grand mal, minor- 
mixed, and petit mal types were benefited about equally; 
the psychomotor to a lesser extent; and the jacksonian 
least of all, with no patient freed from seizures, and 3 
out of 7 patients made worse. 

Undesirable side actions included drowsiness, dizzi- 
ness, dermatitis, staggering, and changes in behavior. 
These behavior changes were described respectively as 
disagreeable, mean, nervous, silly, or pugnacious. Pheno- 
barbital therapy had to be stopped in nine instances 
(8%). 
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DIPHENYLHYDANTOIN 

Diphenylhydantoin was given to 92 patients. Eleven 
of these were receiving this drug when first seen in the 
clinic, and the number of seizures on this medication 
was used as the baseline for the effectiveness of other 
anticonvulsants. Complete relief from seizures was ob- 
tained in 19 patients (20% ) and partial relief in 25 
patients (28% ). Seizures were aggravated in 20 instances 
(22% ). This aggravation may have been due in part 
to the administration of ascorbic acid in conjunction 
with the diphenylhydantoin in the majority of patients. 
In contradistinction to phenobarbital, with which the best 
results were obtained in those patients who had not had 
previous treatment, diphenylhydantoin was as effective 
in the 58 habitués of the clinic as in the 21 neophytes. 
Unlike phenobarbital also, diphenylhydantoin proved 
the most effective in the jacksonian and psychomotor 
types; the least in the minor-mixed and petit mal types. 
Toxic reactions included encephalitis (1 case), psy- 
chotic behavior (2 cases), and staggering, hypertrophy 
of the gums, mental confusion, dermatitis, vomiting or 
hirsutism (27 cases). Symptoms necessitated discon- 
tinuing the diphenylhydantoin in 14 cases (15% ). 


MEPHOBARBITAL 

Mephobarbital was prescribed for 5 patients alone, and 
for 64 with other anticonvulsants, (a total of 69 patients ). 
When given alone, 3 patients were controlled and 2 
were made worse; in conjunction with other anticon- 
vulsants, 6 patients had no seizures in six months, 20 had 
fewer, and 14 had more. In all, 13% of the patients were 
controlled and 29% had a reduction of seizures by at 
least one-half. In 16 instances (23% ) the seizures were 
increased. Classified according to seizure type, results 
were slightly less effective in the jacksonian, but rather 
evenly distributed throughout the others. Previous 
medication seemed a factor. Patients who had been 
on phenobarbital with more or less success for a num- 
ber of years progressed well on mephobarbital. Toxic 
symptoms included sleepiness, “dopeyness,” fatigability, 
and dermatitis. The drug had to be stopped in 11 
patients (16% ). 

TRIMETHADIONE 

Trimethadione was prescribed for 44 patients. In the 
two instances when it was given alone, one patient with 
autonomic seizures was controlled, and the other with 
a minor-mixed type was made worse. In all, complete 
suppression of seizures was achieved in 3 patients, and 
a reduction by over one-half in 13 patients, summing up 
to 36% of patients improved. In 14 persons (32% ) the 
seizures were augmented. Surprisingly, of the 14 patients 
exhibiting petit mal attacks, only 4 (28% ) were helped, 
and the same number, 4, were made worse. Whereas, 
of the 20 patients with grand mal attacks, 9 (45% ) 
were helped, as well as 9 made worse. However, the 
comparison of the total number of seizures experienced 
by the patients in the six months’ treatment with tri- 
methadione is more in keeping with previous reports. The 
44 patients revealed a 40% decrease in the number of 
petit mal seizures, but only an 18% decrease in the 
number of grand mal seizures. Narcolepsy or excessive 
sleepiness which was not due to medication was less- 
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ened in three patients. In general, the jacksonian, psy- 
chomotor, and minor-mixed seizures were not much 
affected. Toxic manifestations included delirium, neutro- 
penia, dermatitis, gastrointestinal disturbances, malaise, 
dizziness, and glare phenomenon, and were sufficiently 
severe to warrant cessation of medication in 12 patients 
(27%). . 
METHYLPHENYLETHYL HYDANTOIN 
Methylphenylethy! hydantoin was given to 41 patients, 
to 3 without other medicaments. Four patients, in one 
of whom it was the sole drug administered, were freed 
from seizures, and 12 partially freed, a total of 39%. 
Nine patients (22% ) became worse. Best results were 
obtained with the jacksonian and petit mal seizures; the 
worse with the minor-mixed type. One psychomotor 
patient was made better, one worse. One man who had 
no seizures on phenobarbital and diphenylhydantoin so 
long as he abstained from liquor found that when taking 
methylphenylethyl hydantoin as well he could indulge in 
an occasional drink. Toxicity was manifested by halluci- 
nations (1 case), febrile reactions with agranulocytosis 


ORUG USED 
IN TREATMENT 


Fig. 2.—Number of grand mal seizures occurring during six months’ 
treatment of 14 patients with epilepsy. 


(4 cases, 2 of which were severe ), and weakness, drowsi- 
ness, Or dermatitis (11 cases). The drug had to be dis- 
continued in 9 instances (22% ). 


AMPHETAMINE 

Amphetamine sulfate was administered to 40 pa- 
tients, in all instances in association with other ant- 
convulsants. It was usually prescribed because of the 
excessive drowsiness engendered by the anticonvulsants 
or because of behavior disorder. In 4 patients the seiz- 
ures were completely relieved, and in 5 they were re- 
duced, making a total of 22% of patients assisted. In 16 
(40% ), however, the seizures were aggravated. Behavior 
was better in six patients, but more offensive in three. 
Control of seizures occurred only in the grand mal and 
petit mal types. Undesirable side effects included in- 
somnia, anorexia, loss of weight, nervousness, irritabil- 
ity, moodiness, and impotency. The drug was stopped 
because of these in six patients (15% ). 
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“NUVARONE™ 
“Nuvarone,” an experimental drug furnished 


through the courtesy of the Abbott Laboratories, was 
tried on 16 patients. Seizures were lessened in eight and 
increased in three. The two patients with jacksonian 
seizures were helped. Unfortunately, however, toxic 
manifestations necessitated discontinuing the drug in 
10 patients (62% ), although this was done with regret 
since several of the patients were progressing well. Toxic 
reactions included depression of the red or white blood 
cells in three, dermatitis or itching in five, diarrhea in 
one, and drowsiness or unclear mental state in three. 


RESULTS 


Complete control, defined as no seizures or auras 
within a period of six months, was achieved in only 65 
patients (30.6% ). Of these, 25 received a combination 
of phenobarbital and diphenylhydantoin, 20 phenobar- 
bital alone, 5 diphenylhydantoin alone, 4 a combination 
of diphenylhydantoin and mephobarbital, 2 methyl- 
phenylethyl hydantoin alone, and 1 mephobarbital 
alone. The remainder took combinations of the above, 
and also amphetamine in 6 instances, trimethadione in 5, 
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on cases more resistant to therapy and therefore were 
not being fairly evaluated. To obviate this element, com- 
parison was made of the number of grand mal seizures 
occurring per six-month period in 14 patients who re- 
ceived phenobarbital, diphenylhydantoin, methylphenyl- 
ethyl hydantoin and mephobarbital (Fig. 2). During 
trial with mephobarbital, the 14 patients had a total of 
96 grand mal seizures in a period of six months; with 
phenobarbital, 101; with diphenylhydantoin, 121, and 
with methylphenylethyl hydantoin, 187. However, since 
it has been my practice to pyramid anticonvulsants, giv- 
ing them together instead of substituting one for another, 
I wonder if this evaluation is fair to phenobarbital and 
diphenylhydantoin. 

The total number of seizures occurring during the six 
months preceding and during medication with each anti- 
convulsant was next computed for each type of seizure 
(Table). This revealed certain dissimilarities. For in- 
stance, the minor-mixed seizures were alleviated by 
phenobarbital when considered from the standpoint of 
patients helped, but in actual numbers they were aug- 
mented. In treatment with diphenylhydantoin the oppo- 
site happened. These discrepancies, however, were 


Comparison of Total Number of Seizures in Six-Month Period Before and After Administration of Anticonvulsant 


Type of Seizure 


Grand Mal Minor-Mixed Jacksonian Petit Mal Psychomotor 
No. of Be- No.of  Be- No.of  Be- No.of  Be- No.of Be- 
Drug Cases fore After Cases fore After Cases fore After Cases fore After Cases fore After 
76 873 879 9 289 445 7 109 47 8 227 
Diphenylhydantoin (dilantin®) ..... 65 715 553 19 1,207 201 ll 3M4 126 2 21 31 8 63 15 
Methylphenylethyl hydantoin 
(mesantoin®) ........ccccesececes 26 265 309 4 40 4 4 71 12 7 52 21 2 mM 3 
Mephobarbital (mebaral®) .......... 40 672 361 6 Ys 59 5 110 72 6 716 362 2 4 bs | 
Trimethadione (tridione®) .......... l4 126 104 vi 270 2u4 5 &3 44 ll 259 155 2 74 45 
Amphetamine (benzedrine®) ...:.... 29 303 449 2 44 19 1 26 79 7 180 293 2 66 


and glutamic acid hydrochloride in 1. One patient with 
hypoglycemia stopped having seizures only when he 
changed to a strict high-protein low-carbohydrate diet. 
Patients with psychomotor seizures did the best, with 
5 out of 13 controlled; those with the minor-mixed type 
did the worst, with only 4 out of 39 (or about 10% ) 
becoming free from seizures. In between were the 29 
patients exhibiting jacksonian seizures, of whom 4 
(14% ) were freed from seizures, and the 37 patients 
with petit mal seizures, of whom 9 (24%) were con- 
trolled. 

Etiology proved a factor. In 13 (52%) of the 25 
post-traumatic cases, the seizures were suppressed, 
whereas in less than 20% of the patients with organic 
lesions other than trauma or infection were the seizures 
noticeably decreased. As would be expected, the most 
successful results were found in the 6 to 20-year-old 
group, the worst in the patients over 50. Unexpectedly, 
to me at least, the length of time over which the patient 
had had seizures did not play a significant part in the 
result. 

COMMENT 

In the series of 212 patients, 27 took only one anti- 
convulsant, and 33 took over five. Since it is the general 
practice at the clinic to start patients on phenobarbital, 
it was felt that the other anticonvulsants had been tried 


owing to a few patients with such an excessive number of 
seizures that their improvement or relapse overshad- 
owed the results obtained in the other patients who had 
much fewer seizures. The total number of seizures clari- 
fied the findings with trimethadione. Although more pa- 
tients were completely freed from grand mal attacks than 
from petit mal attacks, there was a far greater suppres- 
sion of petit mal seizures (40% ) than of the grand mal 
(18%). 

In reviewing the records of the patients, some of whom 
have been followed over 12 years, I was impressed by 
certain incongruities. Thirty-five patients either improved 
or relapsed without demonstrable change in their health 
or environment, and certainly without correlation to 
medication. In some patients specific anticonvulsants 
produced at one time a toxic reaction or increase of seiz- 
ures, but at a later date had no untoward effect and 
greatly benefited the patient. This occurred in one patient, 
at least, with practically all of the anticonvulsants. 
Rarely, the opposite happened: one patient who had 
been controlled by phenobarbital and diphenylhydantoin 
for nine years developed a phenobarbital dermatitis. 

Because emotional stress is known to precipitate seiz- 
ures, it was felt that emotional imbalance in the patient 
might explain the incongruities. The patients were re- 
viewed, therefore, for any gross manifestation of im- 


—— 
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balance. Of the 212 patients, 41 (19%) had apparent 
personality deviations. There were six patients with 
chronic alcoholism, seven who had attempted suicide, 
one suicide, and one drug addict. The 65 controlled 
patients included 11 (17%) with emotional disturb- 
ances, relatively almost as many emotionally disturbed 
patients as in the total group. However, of the 35 pa- 
tients who improved or relapsed without apparent 
reason, 13 (37%) exhibited abnormal personality re- 
actions. Since time did not permit proper psychiatric 
evaluation, no conclusion can be drawn, but the above 
suggests that manifest emotional imbalance is not a fac- 
tor in perpetuating seizures but may lead to ambiguous 
results in their treatment. 
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SUMMARY 

In this series of 212 patients, phenobarbital produced 
the highest per cent of controls and the lowest incidence 
of toxic manifestations. Mephobarbital (mebaral®) and 
diphenylhydantoin (dilantin®) rivaled each other both 
in effectiveness in alleviating the seizures, and in their 
toxicity in aggravating the seizures or in causing unfavor- 
able side actions. Methylphenylethy! hydantoin (mesan- 
toin®), amphetamine (benzedrine*) sulfate, and tri- 
methadione (tridione®) controlled or helped some 
patients but made a greater number of them sick. “Nuva- 
rone” proved of aid but hazardous, with a 62% incidence 
of toxic manifestations. 
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EPIDEMIOLOGY OF UPPER RESPIRATORY TRACT DISEASES 


Richard G. Hodges, M.D., Cleveland 


In this portion of the panel I shall discuss the epidemio- 
logical aspects which have a bearing on the therapy and 
prevention of upper respiratory tract diseases. Many 
efforts have been made to prevent upper respiratory tract 
diseases by immunization and by attempts to break the 
chain of transmission. The purpose of this paper is to 
show, on epidemiological grounds, why these attempts 
have failed and to indicate the points that must be under- 
stood before actual prevention can be achieved. 

First, it is necessary to define what is meant by upper 
respiratory tract disease. I shall include under this term 
all the nonspecific infections that involve the upper res- 
piratory tract and recognize the fact that in a large pro- 
portion of these illnesses the lower respiratory tract is 
also involved. The scope of the problem is illustrated in 
the first table, which shows the experience of a group of 
normal families which my colleagues and I have had 
under close observation over a period of several years 
for the occurrence of all illnesses. Of the 1,040 attacks 
observed during 1948, less than 3% could be assigned 
a definite etiology.’ Since this is a panel on therapy, it is 
worth pointing out that the policy of treating all respira- 
tory symptoms with sulfonamides or antibiotics would 
result in a useless waste of 95% of the drugs adminis- 
tered. 

A major stumbling block in the understanding of this 
group of illnesses is the inability to fit them into any 
meaningful classification. Etiological studies are at pres- 
ent confined to the use of human volunteers. By this 
method it has been possible to demonstrate that at least 
two different types of presumably viral agents exist. But 
the method is so difficult that it has not been possible to 
investigate the probability that a whole range of agents, 
or strains of agents, enter into the etiology. Attempts to 
make a clinical classification are equally unsatisfactory. 
In a given family episode, which is presumably caused 
by a single agent, the various members demonstrate a 
wide range of clinical severity and anatomical localiza- 
tion of symptoms. This variability in host response, plus 
the probable existence of multiple etiological agents, re- 
sults in a spectrum of illness rather than an orderly 
arrangement of subdivisions. However, by studying the 


behavior of the whole group it is possible to make certain 
pertinent observations. 

The first epidemiological feature is the consistency 
with which the population is attacked year after year. 
This has been the experience of the population of families 
mentioned previously and has been observed by others. 

It is possible to place some interpretation on this con- 
sistency. It is evident that any natural immunity con- 
ferred must be of extremely brief duration. Otherwise 
a constant incidence of six attacks per person per year 
would not occur. From this it follows that even though 
it should become possible to induce artificial immunity 
the procedure would have to be repeated at such fre- 


TABLE 1.—IJncidence of Illnesses in a Group of Normal Families 


Diagnosis No. Illnesses % of Total 
Undifferentiated respiratory diseases..... 975 93.7 
Streptococcal sore throat................- 4 14 
Nonstreptococeal exudative pharyngitis. 42 4.0 
' Primary atypical pneumonia............. 7 0.7 
Pneumococcal pneumonia................. 2 0.2 
1,040 100.0 


quent intervals that its feasibility would be very doubt- 
ful. There is a chance, but a very long one, that each of 
the six attacks per year is due to a different agent which 
establishes a relatively good homologous immunity. 
Should this be true, one would then be faced with all 
the problems of a polyvalent immunizing agent, a 
dilemma which is well illustrated by the present status 
of influenza immunization. Therefore, I think that it can 
at present be said that the hopes for immunization against 
upper respiratory tract diseases are small. Even less hope- 
ful are the so-called “cold shots,” since the ingredients 
therein have never been proved to have anything to do 
with the pathogenesis of common colds. 
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Another very constant feature of upper respiratory 
tract diseases is its seasonal occurrence. It is usual for 
a summertime low incidence to be followed by a very 
sharp autumnal rise. After this a high but irregular 
plateau of incidence is maintained until late spring, at 
which time a sharp decline occurs. 

Two factors are apparently at work to cause the sharp 
autumn peak in incidence. The first is an increased sus- 
ceptibility of the population. Decreased contact with 
upper respiratory tract infection appears to lower the 
resistance at the time of next exposure. This is a con- 
stant experience of explorers and others who spend two 
months or more out of contact with organized society. 
Return to civilization coincides with the acquisition of 
respiratory disease. The same has been shown to occur 
on a grander scale in isolated communities. Winter on 
the Island of Spitzbergen is characterized by a freedom 
from respiratory ills; the arrival of the first ship in the 
spring is followed by an epidemic wave. I would surmise 
that the relative dispersion of our populations in the 
fresh-air environment of summer gives rise to the same 
phenomenon. There thus exits the paradox that in order 
to avoid becoming susceptible one must have frequent 
infections. 

The second factor appears to be the recongregation 
of the population in school and in other closed spaces. 
The autumnal rise in incidence is coincident with this 
environmental change, and the high incidence prevails 
until the advent of truly warm weather. The exact path 
of transmission that is followed in closed environments, 
however, is still obscure. It is easy to say that the infection 
is air-borne, but this is not the whole explanation. For 
example, it has been shown that certain procedures, such 
as the use of ultraviolet light, aerosol sprays, or the 
oiling of floors and bedding, will decontaminate the air 
of bacteria and certain viruses. And there is some evi- 
dence that the application of those measures to hospital 
wards will reduce cross infection. However, the attempts 
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to apply air decontamination to environments in which 
normal activity is taking place, such as schools or mili- 
tary barracks, have met with uniformly disappointing 
results. Other evidence that the infectious agents do not 
circulate uniformly through the atmosphere of closed 
environments is found in the spread of upper respiratory 
tract disease through families. Young children acquire 
upper respiratory tract diseases much more readily from 
one another than they do from older children or from 
adults. Mothers are more readily infected by children 
than are fathers. Thus mere presence in the household 
atmosphere is not the whole story; the amount and inti- 
macy of close physical contact appears to be another 
factor. In view of the relative failure of air decontamina- 
tion, attempts to break the chain of transmission must 
begin with a more thorough elucidation of this factor of 
close contact. 

There is one procedure that actually does appear to 
reduce the incidence of upper respiratory tract diseases, 
and that is the process of growing older. It is a familiar 
fact that adults suffer less than do children, but the effect 


of age is much more specific than that. The most suscep-_ . 


tible time appears to be in the second year of life, and 
after that there is a steady increase in resistance. Once 
again, this epidemiological feature offers little toward the 
prevention of upper respiratory tract ills. 

In summary, the main epidemiological features of 
upper respiratory tract diseases fail to indicate that any 
effective methods of control are immediately available. 
Future advances will depend on (1) the isolation of the 
agent or agents so that their behavior can be exactly 
studied, (2) determination of the manner in which the 
agents actually spread from one person to another, and 
(3) understanding of the beneficial effect of age, with 
the hope that this phenomenon can be produced arti- 
ficially. 

Western Reserve University School of Medicine. 


SELECTION OF ANTIMICROBIAL AGENTS BY LABORATORY MEANS 


Earle H. Spaulding, Ph.D. 


T. G. Anderson, Ph.D., Philadelphia 


The advent of antibiotic therapy had a profound 
effect on the diagnostic microbiological laboratory. Tech- 
nical procedures, such as pneumococcus typing, became 
useless as therapeutic tools, and for routine purposes it 
was no longer necessary to identify micro-organisms 
beyond the point of determining that they did or did not 
belong to a pathogenic species. On the other hand, a new 
technique of prime importance has been developed—i. e., 
the antibiotic susceptibility test. With it the laboratory 
can give valuable aid to the clinician in the selection of 
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the most effective chemotherapeutic drug for his infec- 
tious patients. The present discussion deals with the use 
and value of this procedure. 

The foregoing statements are not intended to imply 
that bacteriologic specimens need to be collected in all 
cases. As any clinician knows, most mild and uncompli- 
cated acute infections respond promptly to empirical 
administration of any one of several antibiotics in gen- 
eral use. On the other hand, certain types of cases require 
bacteriologic guidance if the therapeutic program is to 
be maximally effective. These fall into three classes: 
(1) fulminating infections requiring hospitalization; (2) 
cases which fail to respond after 72 hours of routine 
chemotherapy '; (3) infections which relapse, especially 
if there is a change in the character of the infection sug- 
gesting alteration of the bacterial flora. 
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The diagnostic microbiologic laboratory is now being 
used more than ever. The reason for this appears to be 
an increasing recognition by the clinician of the value of 
antibiotic susceptibility tests. As long as penicillin was 
the only antibiotic available, bacteriologic study served 


no purpose except to establish that an infectious process’ 


was present. However, the successive introductions of 
streptomycin, bacitracin, chloramphenicol, aureomycin, 
and terramycin created a state of confusion because of 
the overlapping spectra of these antibiotics and because 
of other factors which will be discussed later. As a result, 
the clinician is now faced with the problem of having to 
select the proper antibiotic to use in each individual case 
which falls within one of the categories previously men- 
tioned. Although cost, ease of administration, and risk of 
undesirable side reactions must be considered in making 
this choice, the determining factor should be the sus- 
ceptibility of the infecting micro-organism. Because the 
in vitro susceptibility test is a practical procedure, it con- 
stitutes a valuable and often indispensable aid in the suc- 
cessful therapy of bacterial infections, and its perform- 
ance is now a primary function of the diagnostic labora- 
tory. 

It is impossible in many instances to select the proper 
antibiotic on the basis of the nature of the infection. 
Pneumonitis, meningitis, surgical infections, and other 
conditions may be caused by a variety of micro-organisms 
with very different chemotherapeutic susceptibilities. 
Even though the identity may be known, it is not always 
possible to say that penicillin or some other antibiotic 
is the one of choice. It is true that certain delicate 
bacterial types are highly susceptible to most chemo- 
therapeutic drugs. Group A hemolytic streptococci, 
pneumococci, and gonococci are examples. In contrast, 
the hardier varieties, such as staphylococci and various 
gram-negative bacilli, not only are more resistant as a 
group, but the individual strains within a single species 
may show striking and unpredictable variation in their 
susceptibility to any one drug.” This means that the most 
active antibiotic for four separate strains of Pseudomonas 
may in each instance be different. The same situation 
exists with Proteus bacilli, enterococci, Hemophilus 
pertussis, salmonellae, and coliform bacilli. 

Furthermore, the susceptibility status is constantly 
changing. Since each bacterial population is heterogene- 
ous in that the individual cells within it vary in resistance 
to a given drug, the result of exposure to that antibiotic 
may be the destruction of the more susceptible organisms 
but the survival of the more resistant mutants. The rapid 
development of complete resistance to streptomycin is 
well known. Penicitlin, on the other hand, is remarkably 
free of this undesirable property, although there is some 
evidence * that a general bacterial resistance is develop- 
ing slowly. An exception with respect to penicillin is the 
Staphylococcus. Because some strains produce penicil- 
linase, an enzyme-destroying penicillin and associated 
with resistance, these have been selected out over the 
years, with the result that the proportion of resistant 
staphylococci isolated from hospitalized patients is re- 
ported to have risen from 14% in 1946 to about 60% 
in 1948.* It is as yet too early to predict the rate at which 
micro-organisms will change in their behavior toward 
the newer antibiotics, but recent reports ° point toward a 
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gradual decrease in susceptibility. Under these circum- 
stances it would appear that a chemotherapeutic pro- 
gram based on empirical clinical trial may be extremely 
hazardous and that the need for laboratory testing will 
continue to increase as more antibiotics become available. 


METHOD FOR TESTING SUSCEPTIBILITY 

In order to be practical for routine use, susceptibility 
tests must be carried out on the primary culture so that 
there is no delay beyond that required for incubation. 
Such a test is the disk method which was developed in 
this laboratory in 1947 ° and since simplified so that it 
can be performed by any laboratory capable of culturing 
clinical material. As originally described, a small filter- 
paper disk is immersed in a standard antibiotic solution 
and placed on the surface of a blood agar plate immedi- 
ately after inoculation with the specimen. After overnight 
incubation the plate is examined for the presence of 
bacterial colonies, and the susceptibility of each type of 
colony is estimated by measuring the diameter of the 
clear zone of inhibition surrounding the disk (Fig. 1). 
The larger the size of the inhibitory zone, the greater is 
the degree of susceptibility. It is possible to test five 
antibiotics simultaneously, as shown in Figures | and 


TABLE 1.—Preparation of Standard Antibiotic Solutions for 
Paper Disk Susceptibility Tests 


Concentration 


per Ce, Diluent 
75 units Isotonie sodium 
chloride solution 
Chloramphenicol. ................. 700 ¥ Distilled water 
Dihydrostreptomycin.............. 4 Distilled water 
units (307) Distilled water 


* As currently supplied by the manufacturer, this product assays at 
900 to 925 y per milligram of powder. 


2. As routine procedure, however, we limit primary 
culture tests to two drugs, penicillin and aureomycin. If 
the routine test reveals pathogenic species resistant to 
both these drugs, representative colonies are subcultured 
to a second blood agar plate on which are placed disks 
containing antibiotics not previously tested. 

The concentrations of the standard antibiotic solutions 
used in this laboratory are listed in Table 1. They were 
chosen in most instances after rather extensive com- 
parison with the results of tube dilution and agar plate 
tests and after a trial period of observation for clinical 


2. Finland, M.; Frank, P. F., and Wilcox, C. In Vitro Susceptibility 
of Pathogenic Staphylococci to Seven Antibiotics, Am. J. Clin. Path. 
20: 325, 1950. Frank, P. F.; Wilcox, C., and Finland, M.: In Vitro Sensi- 
tivity of Coliform Bacilli to Seven Antibiotics (Penicillin, Streptomycin, 
Bacitracin, Polymyxin, Aerosporin, Aureomycin, and Chloromycetin), J. 
Lab. & Clin. Med. 35: 188, 1950. Frank, P. F.; Wilcox, C., and Finland, 
M.: In Vitro Sensitivity of Bacillus Proteus and Pseudomonas Aeruginosa 
to Seven Antibiotics (Penicillin, Streptomycin, Bacitracin, Polymyxin, 
Aerosporin, Aureomycin, and Chloromycetin), J. Lab. & Clin. Med. 
35: 205, 1950. 

3. Davison, F. W.: Antibiotics and Sinus Infections, Laryngoscope 
60: 131, 1950. 

4. Barber, M., and Rozwadowska-Dowzenko, M.: Infection by Peni- 
cillin-Resistant Staphylococci, Lancet 2: 641, 1948. 

5. Meads, M.; Harris, C. M., Haslam, N. M., and Cline, W. A.: 
Chioramphenicol-Fastness: Development in Vivo and Experimental Produc- 
tion in Vitro, J. Clin. Invest. 29: 1474, 1950. Altemier, W. A., and 
Culbertson, W. R.: Chloramphenicol and Aureomycin in Surgical Infec- 
tions, J. A. M. A. 145: 449 (Feb. 17) 1951. 

6. Bondi, A., Jr.; Spaulding, E. H.; Smith, D. E., and Dietz, C. C.: 
A Routine Method for the Rapid Determination of Susceptibility to Peni- 
cillin and Other Antibiotics, Am. J. M. Sc. 213: 221, 1947. 
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correlation. However, these figures will no doubt be 
changed from time to time as more experience is ac- 
quired. It is likely, for example, that the concentration 
of the penicillin solution should be increased to 75 or 100 
units (45 or 60 y) in keeping with the present tendency to 
employ increasingly larger therapeutic doses. Standard 
solutions are prepared from concentrated stocks which 
have been stored in the frozen state. It is our practice 
to use fresh tubes of penicillin and aureomycin each day, 
but this is not necessary with the other antibiotics which 
show little loss in activity during one-week’s refrigeration. 

The principal disadvantage of the original procedure 
is that each laboratory must prepare its own standard 
solutions. This is a time-consuming step and one which 
requires some understanding of the physical properties 
of the different antibiotics if accuracy is to be attained. 
Therefore, an important modification of this technique 
was the commercial development of dried disks and 
tablets." These may be transferred directly from the 
manufacturer’s vial to the surface of the freshly inocu- 
lated plate and so are admirably suited to the needs of 
the small hospital laboratory. 


INTERPRETATION OF DISK SUSCEPTIBILITY RESULTS 


The disk method was designed for simplicity and not 
for a high degree of accuracy. Therefore, the results ob- 
tained in most laboratories are only indications of the 
susceptibility level. Although this appears to be adequate 
for all practical purposes, many users translate the disk 
zone results into a specific number of units or micrograms 
per cubic centimeter of susceptibility. In this connection 


Fig. 1.—Antibiotic disk tests with a pure culture of Staphylococcus. 
P, indicates penicillin; S, dihydrostreptomycin; B, bacitracin; A, aureo- 
mycin; C, chloramphenicol. Control (isotonic sodium chloride) disk is in 
the center. This organism is very susceptible to penicillin and moderately 
susceptible to the others. 


it may be well to point out that under the controlled 
conditions of our laboratory the results of triplicate tests 
may vary up to + 25%. 


7. Difco Laboratories, Detroit 1, Mich.; Boyle and Co., Los Angeles 
33, Calif.; Commercial Solvents Corp., Pharmaceutical Division, 17 E. 
42nd St., New York 17. 
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Proper interpretation of the results requires an under- 
standing of the variable factors. The standard antibiotic 
solutiors must be prepared accurately. The paper disk 
should be removed from the antibiotic solution with fine- 
pointed alcohol-flamed forceps and given one vigorous 
flip before it is placed on the agar plate. Another variable 


Fig. 2.—Antibiotic susceptibility tests with a nasopharyngeal culture 
containing a coagulase-positive Staphylococcus (large colonies) and a 
Group A hemolytic Streptococcus (small colonies). Identity of disks is 
same as in Fig. 1. The Staphylococcus is resistant to penicillin and 
chloramphenicol, slightly susceptible to bacitracin, very susceptible to 
aureomycin. Note streptomycin zone containing resistant mutant colonies 
indicating that this drug should not be used. The Streptococcus is very 
susceptible to aureomycin, moderately susceptible to penicillin and dihy- 
drostreptomycin, slightly susceptible to bacitracin and chloramphenicol. 
Aureomycin is the antibiotic of choice. 


of considerable importance is the composition of the 
culture medium. Our data are based on the use of trypti- 
case soy agar containing 5% horse blood, which we find 
eminently satisfactory, but it must be emphasized that 
other types of media may give quite different values. Al- 
though the use of a standard medium is highly desirable, 
the users of commercial disks should follow any recom- 
mendations which may accompany them. Finally, a most 
important factor is the amount of growth present in the 
culture. In general, the size of the inhibitory zone is 
inversely related to the number of colonies present. It can 
repeatedly be demonstrated that when an undiluted 
inoculum is compared with a 1:100 dilution made from 
it, the culture plate containing the latter will show sig- 
nificantly larger zones and often the presence of a small 
zone which is absent in the undiluted culture. Thus, an 
intelligent interpretation of the disk results must allow 
for the effect of these variables. If due allowance is made, 
the results justify classification of any bacterial culture as 
(a) very susceptible, (b) moderately susceptible, (c) 
slightly susceptible, or (d) resistant. 

The clinician may well ask the meaning of disk sus- 
ceptibility classifications in terms of dosage. For exam- 
ple, is 2 gm. a day of aureomycin adequate for an infec- 
tion due to a moderately susceptible organism? This ques- 
tion cannot be answered completely, since the nature and 
severity of the infection must be considered. However, 
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the figures in Table 2 show the relationships which exist 
between zone sizes observed with moderately susceptible 
organisms and the minimal inhibitive concentration as 
determined by other in vitro methods. Since a daily dose 
of 2 gm. of aureomycin usually produces a blood level 
within the susceptibility range listed in Table 2, that 
dosage program would appear to be satisfactory. Very 
susceptible organisms generally require only half as 
much, and those reported as slightly susceptible may 
need at least twice that amount. Here aureomycin is used 
as an example, but in our institution the same working 
rule is being satisfactorily applied to the other antibiotics. 


COMBINED THERAPY 


Bacteria which appear to be resistant or only slightly 
susceptible in vitro pose special problems of interpreta- 
tion. As a general rule, those which fail to show any 
zone in the disk test are not likely to respond clinically. 
Penicillin, however, is an important exception. The larger 
doses—3 to 12 million units a day—currently being used 
in the treatment of subacute bacterial endocarditis and 
many severe infections produce blood levels beyond the 
range of the standard penicillin solution listed in Table 1. 

Slightly susceptible bacteria require either large doses 
of a single drug or moderate doses of two or more drugs 
in combination. If only one of seven antibiotics under 
test shows in vitro activity, there would seem to be no 
choice but to use large doses of that one. There is no 
evidence to indicate that an organism slightly susceptible 
to one drug is more effectively inhibited on the addition 
of another which has no in vitro activity. On the other 
hand, strains of Pseudomonas, Proteus, Aerobacter, and 
enterococcus are often reported as being slightly sus- 
ceptible to two or three different antibiotics. In such 
instances, it would seem advisable to administer a com- 
bination of those drugs rather than increase the dosage 
of any one of them. Supportive clinical evidence for this 
view is beginning to appear,® and the explanation may 
lie in the in vitro observations of Jawetz and others,’ 
which demonstrate that two antibiotics which are merely 
bacteriostatic when present alone may have bactericidal 
activity in combination. 

VALIDITY OF IN VITRO RESULTS 

Providing the causative organism has actually been 
isolated, the results obtained by the disk method cor- 
relate well with clinical experience. This fact is most 
clearly shown with infections which have been refractory 
to prolonged empirical therapy. In most instances the 
significant bacteria are found to be resistant to the anti- 
biotic previously employed and disappear after adminis- 
tration of the drug selected on the basis of the suscep- 
tibility tests. The timely article by Jawetz and Marshall '° 
illustrates well the excellent agreement which may be 
observed. Another situation in which susceptibility tests 
are particularly useful is in the treatment of infections 
which relapse after definite clinical improvement. In a 
majority of instances the primary incitant was susceptible 
to the antibiotic employed and has disappeared, but it 
has been replaced by a different and resistant type of 
micro-organism which often produces a change in the 
character of the infection. Thus, it can be seen that the 
susceptibility test is useful as a guide to the initial ther- 
apeutic approach and as a safeguard during treatment. 


» 
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As might be expected, discrepagcies do occur between 
in vitro results and the subsequent clinical response. 
Many factors in the host, such as absorption, diffusion, 
and excretion rate, may operate to diminish or increase 
in vivo effectiveness. Although the explanation in indi- 
vidual cases is sometimes obscure, it seems worthwhile 
to point out certain factors which are known to be respon- 
sible for clinical failure in a case from which only sus- 
ceptible bacteria were reported. The reason is likely to 
be one of the following: the causative organism was not 
among those isolated; the dosage was inadequate; resist- 
ant bacterial mutants have grown out; the original sus- 
ceptible flora has been replaced by a more resistant one; 
there were mechanical or anatomical barriers limiting 
access of the drug to the site of infection, such as a 
walled-off abscess or the valvular vegetations of subacute 
bacterial endocarditis. 

Sometimes the reverse situation is observed, especially 
with penicillin. Bacteria which appear to be resistant to 
this drug by the disk method may be rapidly destroyed 
in the patient’s tissues, as evidenced by a clinical cure 
and the disappearance of the offending bacteria from sub- 
sequent cultures. Such observations in our experience 


TABLE 2.—Jnterpretation of Paper Disk Susceptibility Tests 


Zone Diameters 


Shown 
by Moderately 
Susceptible Susceptibility 
Organisms Equivalents 
(Mm.) * per Ce. 
10-20 1-10 units 
10-15 4-84 
Dihydrostreptomycin.............. 10-15 4-20 
10-20 4-10 units 


* Applies only to use of 6.5 mm. Whatman No. 2 paper disks. 


have become more frequent with the gradual adoption 
of larger doses of penicillin. In this connection it should 
be pointed out that the disk method measures only the 
bacteriostatic and not the bactericidal concentration. Un- 
like most other antibiotics in general use, penicillin is 
rapidly bactericidal for many types of bacteria. There- 
fore, if, as Eagle believes,'' the prompt clinical cures 
frequently observed with the use of this drug are due to 
its direct killing effect, a dosage which produces a tissue 
‘oncentration only slightly above that found to be inactive 
in vitro may be strongly bactericidal. Obviously, the ideal 
susceptibility test for penicillin would measure not only 
inhibition but also killing power. Such methods are avail- 
able and in special instances of great value '’; as yet, 
however, they are not suitable for routine application. 

Finally, it is well to keep in mind the fact that micro- 
organisms are not ordinarily destroyed in vivo by bac- 
teriostatic drugs. Their role in clinical cure is to inhibit 
growth and thus increase the effectiveness of phagocyto- 


8. Kirby, W. M. M.: Recent Trends in Antibiotic Therapy, J. A. M. A. 
144; 233 (Sept. 16) 1950. 

9. Jawetz, E.; Gunnison, J. B., and Coleman, U. R.: The Combined 
Action of Penicillin with Streptomycin or Chloromycetin on Enterococci 
in Vitro, Science 111: 254, 1950. 

10. Jawetz, E., and Marshall, M. S.: The*Role of the Laboratory in 
Antibiotic Therapy, J. Pediat. 37: 545, 1950. 

11. Eagle, H.; Fleischman, R., and Musselman, A. D.: Effect of Sched- 
ule of Administration on the Therapeutic Efficiency of Penicillin: Impor- 
tance of the Aggregate Time Penicillin Remains at Effectively Bactericidal 
Levels, Am. J. Med. 9: 280, 1950. 
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sis and other immung mechanisms. Obviously, in vitro 
tests do not include the immunological factor which 
always Operates in favor of the patient. 


SULFONAMIDE TESTING 


Only antibacterial drugs which are soluble in water 
can be tested by the disk method. This requirement elimi- 
nates most sulfonamides, except gantrisin® (3,4-dimethyl- 
5-sulfanilamido-isoxazole), and certain antibiotics such 
as tyrothricin. Sulfonamide susceptibility can be deter- 
mined, however, by the usual broth dilution method. But 
this must be carried out with pure cultures and is practical 
only in cases of chronic or subacute infections in which 
the time element is not important. Furthermore, the re- 
sults are notoriously unreliable and frequently fail to 
correlate with the clinical response. When dealing with 
infections due to gram-negative bacilli which are only 
slightly susceptible to the available antibiotics, sulfona- 
mide testing is indicated, with the possibility in mind that 
combined antibiotic-sulfonamide therapy may offer the 
best approach. Otherwise, there seems to be little need 
for this technique. 

COMMENT 

The practical laboratory procedures for testing anti- 
biotic susceptibility are almost entirely limited to bac- 
teria. Rickettsia, and viruses cannot be grown in vitro, 
and of the fungi only the Actinomyces are significantly 
inhibited by the antibiotics now available. Nor has men- 
tion been made here of the methods used for determining 
susceptibility of tubercle bacilli to chemotherapeutic 
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agents. Although practical techniques are available for 
doing this, they are not carried out on blood agar plates 
or by the disk method, which is the basis of the present 
discussion. 

The diagnostic microbiologic laboratory will undoubt- 
edly continue to play an expanding role in the manage- 
ment of infectious disease. As the number of useful anti- 
biotics increases and the character of infections changes, 
the problem of selecting the most effective antibiotic or 
combination of them is likely to become even more com- 
plex. Therefore, it seems inevitable that many clinicians 
who hitherto have made little use of a bacteriology lab- 
oratory will feel the need for it and that small community 
hospitals which now have poor bacteriology facilities 
will have to improve them. 


SUMMARY 


The complex problem of selecting the most effective 
antibiotic drug for treatment of certain types of infec- 
tions has been discussed from the point of view of the 
laboratory. The disk method for determining suscepti- 
bility to antibiotics has been briefly described and evalu- 
ated. This procedure is so simple as to be within the 
scope of any laboratory capable of culturing clinical 
material. Because the strains within a single bacterial 
species may vary widely and in an unpredictable man- 
ner, the laboratory susceptibility test is a valuable and 
often indispensable guide to successful treatment of 
severe, refractory, or relapsing infections. 


Temple University School of Medicine (Dr. Spaulding). 


CLINICAL BASES FOR SELECTION OF PATIENTS FOR 
ANTIMICROBIAL THERAPY 


Waldo E. Nelson, M.D., Philadelphia 


One of the more important questions of the moment 
is whether specific antimicrobial agents should be pre- 
scribed for the patient ill with an infectious disease. The 
decision is complicated by a number of factors, not the 
least of which is the attitude of the patient or of his fam- 
ily. The average patient expects, and not infrequently 
demands, such treatment with no consideration of 
whether the causative agent of his particular infection is 
susceptible to any of the available therapeutic agents. 
Many physicians are currently choosing the easier 
course of prescribing supposedly specific therapy for 
practically all infections. Only when the disease is not 
terminated by the therapy or spontaneously in spite of 
it, is serious consideration given to more accurate diag- 
nostic measures and in turn to truly specific therapy, if 
such is available. There are arguments to support such 
indiscriminate therapy, but in the opinion of most criti- 
cal physicians the arguments against outweigh those in 
favor of it. 

The decision of whether to prescribe sulfonamide 
and/or antibiotic therapy occurs most frequently in 
regard to acute respiratory infections, the majority of 


Read in the Panel Discussion on the Therapy of Infectious Diseases 
before the Section on Pediatrics at the One Hundredth Annual Session 
of the American Medical Association, Atlantic City, June 13, 1951. 


which do not respond to such therapy. Similar decisions 
must also be made in instances of arthritic, osseous, 
nephritic, and encephalitic diseases, some of which are 
not even infectious and some of which, of those which 
are, are not susceptible to the available therapeutic 
agents. 

A number of reasons may be presented in support of 
what may be termed indiscriminate antimicrobial therapy 
of diseases which are presumed to be infectious in origin. 
These include (1) quicker recovery, if the etiological 
agent happens to be susceptible to the therapeutic agent 
prescribed; (2) fewer pyogenic complications, as well as 
nonpyogenic ones, such as rheumatic fever and glomeru- 
lonephritis; (3) unfavorable reactions to the therapeutic 
agents most commonly employed are relatively few, and 
(4) patients or their families demand that the so-called 
wonder drugs be prescribed or the physician assumes 
that they are favorably impressed when these drugs are 
prescribed. 

The arguments against indiscriminate antimicrobial 
therapy far outweigh those in favor of it. These include 
(1) the great economic loss, since the majority of pa- 
tients treated are either not benefited by the therapy or 
the benefit is so minimal as not to justify the expense 
and effort involved; (2) unnecessary therapy has a detri- 
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mental influence on the layman, either making him feel 
falsely dependent on a therapeutic agent or making him 
skeptic of all therapeutic endeavors; (3) indiscriminate 
antimicrobial therapy may lead to increased bacterial 
resistance to available antimicrobial agents; (4) it defi- 
nitely results in a less critical attitude on the part of the 
physician toward diagnostic and therapeutic endeavors; 
(5) the increasing frequency with which prescribed anti- 
microbial therapy is responsible for varying degrees of 
suppression of the disease without cure, thus resulting in 
severe chronic disabling disturbances and often in a 
fatal outcome in cases of such infections as those of the 
meninges, pleura, and bones, and (6) there are no sub- 
stantial data to indicate that the serious consequences 
of pyogenic complications cannot be avoided by appro- 
priate therapy instituted at the onset of their clinical 
appearance in infections which are initially viral in 
origin. 

Perhaps the question which should be posed at this 
time is somewhat as follows: “Can the busy practitioner 
evolve a working policy in regard to antimicrobial ther- 
apy which is in line with current knowledge and which 1s 
applicable for home and hospital patients?” The answer 
is undoubtedly “no” if one expects a policy which is 
applicable to all cases, but it is “yes” if one accepts a 
working basis which is infinitely more satisfactory than 
the policy of “treat and, if the patient does not get well, 
attempt to diagnose.” The physician must, of course, 
keep in touch with new developments and adjust his 
working policy on the basis of the best information avail- 
able at the moment. 

In venturing to suggest some working rules for the 
management of infectious diseases, I recognize the 
obvious limitations. The premium is and will continue to 
be on good clinical judgment. 

It is not possible in a paper of this nature to cover all 
the problems in relation to antimicrobial therapy, and no 
attempt is made to do so. For the sake of this discussion, 
separate consideration will be given to certain of the 
commoner acute conditions, to general policies in regard 
to chronic infections, to infections in the newborn infant, 
and to prophylactic antimicrobial therapy. 

As stated previously, the most frequent decision in 
regard to antimicrobial therapy is related to acute infec- 
tions of the upper respiratory tract. As pointed out by 
Hodges in another article in this issue, the majority of 
these disturbances are not affected by antimicrobial 
therapy. This is especially so of acute infections which 
occur in epidemics. Acute nasal infections are rarely 
amenable to such treatment. Infections which are located 
principally in the pharynx pose a much different problem 
from the therapeutic standpoint. It is not possible to 
determine by visual examination which of the exudative 
lesions are bacterial and which are viral in origin. The 
former practice of speaking of the average acute pharyn- 
gitis as a “streptococcic throat” is no longer tenable. In 
the isolated, severe case and in the absence of bacterial 
culture information, the physician is justified in treating 
the patient with an antimicrobial agent. When there is an 
epidemic in a given community, however, and the evi- 
dence from the initial cases in which treatment was given 
indicates that therapy is ineffective, treatment in subse- 
quent cases of the same clinical pattern during that par- 
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ticular epidemic need not and probably should not be 
given except as there are evidences of complications. 

In my judgment there is justification at the moment 
in treating all acute pneumonic infections in infants and 
small children from the outset with antimicrobial ther- 
apy. Pneumococcic pneumonias are brought under con- 
trol within 24 to 48 hours after initiation of treatment, 
and hospitalization is rarely required. Widespread inter- 
stitial pneumonitides and bronchiolitic infections do not 
respond with the same degree of regularity. But because 
of their very serious nature in infants and small children 
and particularly because a limited number of them 
do appear to respond favorably, antimicrobial therapy 
should be tried in all instances. Though it is not the pur- 
pose here to discuss the problem of selection of the thera- 
peutic agent in the individual case, it may be pointed out 
that experience would indicate the selection of aureo- 
mycin, chloramphenicol (chloromycetin®), or terramy- 
cin in contrast to penicillin and the sulfonamides in such 
cases. 

Infectious disturbances of the gastrointestinal tract 
cannot be considered in a single category. Though the 
response of typhoid, Salmonella, and dysentery infec- 
tions is less dramatic than is, for example, that of pneu- 
mococcic pneumonia, present evidence does indicate 
that they should be treated with antibiotics and/or sulfo- 
namides. Diarrheal disturbances during the period of 
infancy constitute a major problem. Except in cases of 
identified bacterial infections, there is no clear evidence 
that these disturbances are affected by antimicrobial 
therapy. However, when the diarrheal episode does not 
subside within a few days, even though no bacterial 
pathogen is identified, treatment with streptomycin, one 
of the poorly absorbed sulfonamides, or the more recently 
introduced combination of bacitracin and neomycin may 
be tried by oral administration. 

In cases of acute pyogenic infections of the urinary 
tract, it may be justified under certain circumstances to 
prescribe such an agent as gantrisin® (3, 4-dimethyl-5- 
sulfanilamido-isoxazole) aureomycin, chloramphenicol, 
or terramycin without cultural identification of the 
pathogen. In cases of chronic or recurrent infections, 
however, treatment should not be instituted until the 
infecting organism has been identified and its suscepti- 
bility to specific antibiotics determined by the method 
described by Dr. Spaulding in another article in this 
issue. Furthermore, under such circumstances thorough 
urographic study is indicated in every case to determine 
the anatomic reason for the persistence of infection. 

Any infectious disease which may result in prolonged 
illness, produce permanent disability, or endanger life 
should be treated at the earliest possible moment. In- 
cluded in this category are meningitis, pleuritis, peri- 
tonitis, osteomyelitis and septicemia. Whenever there are 
clinical indications of any of these disturbances, suitable 
material should be obtained for diagnostic smear and 
culture from the site of the infection, if possible, and 
from the nasopharynx and the blood. If the direct smear 
does not provide any clue as to the nature of the infecting 
organism, antibiotic therapy with or without a sulfona- 
mide should be started immediately. Under such cir- 
cumstances the initial therapeutic agents should be 
chosen on the basis of the probability of their effective- 
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ness against the bacteria which are likely to invade the 
portion of the body involved. When the pathogen has 
been identified culturally and its susceptibility to the 
various antimicrobial agents determined, the therapeu- 
tic program should be revised accordingly. 

Infections during the newborn period pose particular 
problems. The response of the newborn infant to infec- 
tions may be quite different from that of his older sibling. 
Fever may be of a lesser degree and may even be absent 
in association with severe infections. The usual clinical 
manifestations of such infections as meningitis and 
osteomyelitis may be absent and the diagnosis missed 
entirely, except as such localizations are looked for by 
means other than physical examination. Furthermore, 
it is important to know that Staphylococcus aureus and 
a wide range of gram-negative bacilli, many of which 
rarely exert a pathogenic effect in older children, con- 
stitute an important segment of the bacteria which may 
attack the newborn infant. The infant’s vulnerability to 
infection and relatively low capacity for resistance to 
established infection make it imperative that antimi- 
crobial therapy be started promptly when infection is 
suspected. In no instance, however, should such therapy 
be started until appropriate material for smear and cul- 
ture is obtained. 

The place of antimicrobial therapy in the management 
of chronic infections is quite different from that in the 
management of acute infections. Rarely is there the 
urgency for institution of therapy, so there is time to 
secure appropriate material for bacterial smears and 
cultures. Of equal importance is the necessity to plan the 
therapy in relation to contemplated surgical procedures, 
such as those for chronic infections of the ear, sinuses, 
lungs, urinary tract, and the bones. In all instances every 
attempt should be made to prescribe therapeutic agents 
which are known by in vitro cultural tests to be effective 
against the infecting organisms. 

The indications for prophylactic antimicrobial ther- 
apy are quite limited. Mass prophylaxis is not indicated 
except perhaps temporarily in closed populations, such 
as in institutions to control epidemics caused by such 
pathogenic agents as Streptococcus hemolyticus of the 
beta type and meningococcus. On the other hand, cur- 
rent evidence indicates that recurrences of rheumatic 
fever can be significantly reduced by appropriate sulfona- 
mide or penicillin prophylaxis. Similarly, such therapy 
may be justified under certain circumstances during the 
convalescent period of acute glomerulonephritis and in 
patients with nephrosis. Prolonged administration of 
aureomycin or other antibiotics in infants and children 
with cystic fibrosis of the pancreas is to be considered as 
much on the basis of therapy as on that of prophylaxis. 


SUMMARY 

A considerable portion of antimicrobial therapy pre- 
scribed at the present time is unnecessary. More effective 
utilization of these drugs will result from a more careful 
selection of the patient to be treated and a more accurate 
selection of the agent to be employed. Inadequate anti- 
microbial therapy may result in serious consequences by 
merely suppressing the pathogenic agent temporarily, 
thus permitting the establishment of a chronic infection 
which may leave permanent residual effects and even 
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result in death. The management of infections during the 
newborn period requires special consideration both diag- 
nostically and therapeutically. Treatment of chronic in- 
fections should be based on in vitro susceptibility tests of 
the pathogenic agents and should be planned in relation 
to any-contemplated surgical procedure. 


2600 N. Lawrence St. 


CLINICAL NOTES 


SPOROTRICHOSIS RESPONDING TO 
FEVER THERAPY 


Carmen C. Thomas, M.D. 

Harold E. Pierce, M.D. 

and 

Gerald W. Labiner, M.D., Philadelphia 


Sporotrichosis in its localized forms is usually readily 
susceptible to iodide therapy. However, when widespread 
involvement of many viscera exists, the therapeutic prob- 
lem is difficult because of lack of specific antibiotic 
therapy at the present time and the often-encountered 
resistance of this disease to iodides. 

The beneficial effect of fever therapy observed in the 
patient described opens possibilities of an added ther- 
apeutic resource. To our knowledge this observation has 
not been reported in the literature. 


Fig. 1.—Lymphangitic sporotrichosis of the left index finger. 


REPORT OF CASE 


J. K., a 40-yr.-old Negro man, was first seen in consultation 
on the eye ward ‘where he had been admitted on March 6, 1950, 
for treatment of a recurrent iridocyclitis. 

He presented at that time an 8 by 10 mm. moist reddish swell- 
ing of the third knuckle of the left index finger. There were three 
or four hard, deep-seated nodules surrounding this region and 
a series of linear nodules varying in size from 0.5 to 3.0 cm. 
extending up the radial aspect of the forearm to the elbow (Fig. 
1). These nodules were discrete, firm and nontender. None was 
present above the elbow or in the axillae. No lymph-node 
enlargement was noted, otherwise. 

On admission the eyes showed bilateral ciliary injection with 
irregular pupils due to old synechiae and corneal edema. A 
diagnosis of iridocyclitis was made. Previous sithilar attacks in- 
volving one or both eyes had occurred in 1947 and 1948, neither, 
however, as severe as the present one or necessitating hospitali- 
zation. The patient gave a history of syphilis of uncertain dura- 
tion, which had been treated intermittently until 1949. 


Dr. Albert Kligman, of the Department of Dermatology and Syphi- 
lology, University of Pennsylvania School of Medicine, performed the 
agglutination studies. 

From the Division of Dermato-Syphilology of the Philadelphia General 
Hospital, and the Department of Dermatology and Syphilology of the 
Woman's Medical College of Pennsylvania. 
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The patient gave the following history of the hand lesion: In 
early February, 1950, while engaged in tearing down a wooden 
ice-house for lumber, he had scraped his left index knuckle. A 
small laceration followed by a purulent exudation appeared three 
to four days later. Occasionally he would express some purulent 
material from it. In early March several nodules developed about 
the site of the wound and several others appeared along the 
forearm. None of these caused local or systemic symptoms, and 
he had not thought them sufficiently alarming to warrant medi- 
cal attention. 

Laboratory Findings —The hemoglobin was 14.4 gm., white 
blood cell count, 5,000; blood sugar, 89; the Wassermann re- 
action was negative, the Kline, weakly positive; the blood urea 
nitrogen was 8, the total protein, 6.3; agglutinations for typhoid, 
paratyphoid, brucellosis and tularemia were all negative; the 
Weil-Felix reaction was negative; culture by aspiration of the 
nodule, positive for Sporotrichum schencki. Biopsy of an ex- 
cised nodule on March 8 showed chronic granulation tissue 
composed of fibrous tissue diffusely infiltrated with plasma cells, 
lymphocytes, and polymorphonuclear cells. Focal granulomas 
were present, most of which consisted of a peripheral arrange- 
ment of epitheloid type mesenchymal and giant cells with cen- 
tral collections of polymorphonuclear cells. There was no 
caseation necrosis. The section was consistent with the diagnosis 
of sporotrichosis. 

Treatment.—For his eye infection the patient was given intra- 
venous typhoid vaccine (five treatments in all) on alternate days, 
resulting in variable temperatures ranging usually from 101 to 
102 F. and, for about seven hours, above 103 F. The eyes cleared 
rapidly after this treatment and the sporotrichosis nodules also 
began to recede after the eighth day of fever. The patient was 
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Fig. 2.—Schematic course of treatment. Solid squares indicate sessions 
of fever therapy. 


anxious to be discharged, so it was decided to follow the further 
course of his sporotrichosis in the outpatient department with- 
out other treatment. On his discharge March 18 only two 
nodules were visible to the naked eye, approximately 50% re- 
gression having occurred. Cultures were still positive for 
S. schencki. 

For the next four weeks, weekly visits of the patient in the 
outpatient department showed the size of the nodules to have 
changed very little, and the cultures remained positive. On 
April 19 the patient was persuaded to enter the hospital again 
for another attempt at fever therapy. It was planned to give 
him three or four sessions in the Liebel-Flarsheim (Kettering) 
Hypertherm Fever Cabinet with a view to producing a tempera- 
ture of 103 to 104 F over a period of 10 to 12 hours. He re- 
ceived fever treatment on April 24 and April 26 comprising, alto- 
gether, nine hours of temperature between 103 to 104 F. He 
then refused further fever therapy, demanding his discharge 
on April 27. On that date the nodules had practically disappeared 
to touch and culture was negative for the first time. Follow-up 
proved somewhat difficult, but on May 5 it was noted that some 
of the former wrist nodules had reappeared. 

On May 12 the patient was placed on potassium iodide 
therapy, since slight additional progression had taken place, and 
his future cooperation was uncertain. Between May 12 and 
July 1 he took 120 gm. of potassium iodide in the form of a 
saturated solution. He reported that all nodules had disappeared 
by June 1. When he was seen on July 14 all lesions had dis- 
appeared. The patient felt well and was clinically normal when 
last seen on Sept. 26. The clinical course and laboratory find- 
ings are summarized in Figure 2. 
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SUMMARY 


A 40-yr.-old man with lymphangitic sporotrichosis of 
the hand and forearm of five-weeks’ duration showed 
regression of lesions after fever therapy with intravenous 
typhoid vaccine for an unrelated uveitis. A subsequent 
attempt at hyperthermia with a Liebel-Flarsheim (Ket- 
tering) Hypertherm Fever Cabinet (nine hours of tem- 
perature above 103 F) produced a dramatic decrease in 
size of lesions and a negative culture. Poor patient co- 
operation did not permit a full course of fever therapy as 
contemplated, and treatment was completed with oral 
potassium iodide therapy three weeks after the last ses- 
sion of fever. Skin tests with sporotrichosis vaccine were 
positive, with sporotrichin negative. Results of agglutina- 
tion tests extending over a six-month period are recorded. 


1930 Chestnut St. 


PSITTACOSIS: A CASE IN CAPE COD 
Earle M. Chapman, M.D., Boston 


Psittacosis, or, better, ornithosis, is rarely encountered 
in New England. When a woman from Cape Cod entered 
the Massachusetts General Hospital with a fever of un- 
known origin of a week’s duration, there was little to 
suggest such a diagnosis. Administration of 900,000 
units of penicillin daily for the four days prior to entry 
had not apparently altered the course of the disease, but 
it may have affected later diagnostic procedures. 


REPORT OF A CASE 


History.—K. R. D., a woman, 61, had been leading an active 
life until May 31, 1950, when she felt exhausted; in a few hours 
severe headache and a fever of 102 F. with frequent small chills 
developed. The headache was frontal and occipital, and, in addi- 
tion, there was generalized muscular pain, partially relieved by 
administration of acetylsalicylic acid (empirin®). The neck had 
not been stiff. After the onset the patient was continuously 
febrile, the temperature varying between 100.5 and 104.0 F., ex- 
cept after use of acetylsalicylic acid (aspirin) and acetophenetidin 
(phenacetin), which caused profuse sweats and decline of tem- 
perature to normal for a short time. Later she had several severe 
shaking chills. A slight cough produced mucoid sputum only. 
Moderate pain in the low anterior side of the left chest troubled 
her for two days before hospital entry on June 8. 

The background history contributed very little, although the 
following data were suggestive of certain disease patterns: 

1. Urgency and frequency of urination for years, at irregular 
intervals, had been attributed to cystitis, and intermittent treat- 
ment with sulfadiazine and silver nitrate irrigations had not ef- 
fected a cure. 

2. One month before the onset of fever an abscessed tooth 
had been extracted without any known reaction. 

3. The night before the onset of fever the patient had a small 
pustule on the left cheek, which she punctured with an unsteri- 
lized needle. 

4. The patient had been living at Falmouth, Cape Cod, where 
ticks abound. She had seen ticks on her body, but none attached. 

Physical examination showed a feverish woman lying flat in 
bed in no great discomfort. She was talking freely and complain- 
ing of slight pain laterally in the left side of the chest. She 
coughed lightly at frequent intervals and raised mucoid sputum. 
The skin was clear. A few crepitant rales were heard in the low 
left-axillary line after she coughed. Otherwise, the examination, 
made by several physicians, disclosed no abnormalities. 


Clinical Associate, Harvard Medical School, and Associate Physician, 
Massachusetts General Hospital. 
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Hospital Course and Investigations.—The only possible diag- 
nosis was a fever of unknown origin. Virus pneumonia, infec- 
tious hepatitis, enteric fever, pyelonephritis, subacute endo- 
carditis, and rickettsial disease were all suspected. The first study 
was a roentgenogram of the chest, which revealed an atelectatic 
area in the left upper lobe and also some strandlike density in 
this region. A small amount of fluid at the left lung base and 
slight atelectatic changes within the posterior basal segment of 
the left lower lobe were present. The radiologist suggested that 
bronchoscopy be done to exclude a bronchogenic carcinoma. 

Aerobic and anaerobic cultures of blood were taken; blood for 
agglutinations for the enteric fevers were drawn, and a catheter- 
ized urine specimen was obtained. The urine showed an occa- 
sional white blood cell and two red blood cells per high-power 
field. Later, only Escherichia coli was found in the urine. Tu- 
berculin diluted 1:100,000 was injected intradermally on June 9; 
48 hr. later there was no reaction. The white blood cell count was 
low, 6,400 and 8,100 and the differential pattern normal. There 
was no rash, and the spleen was not palpable. 

The second hospital day it seemed that ornithosis-psittacosis 
could well explain the clinical course of fever and the atypical 
pulmonary changes. The patient had not had direct contact with 
birds but had twice cleaned a bird-feeding station kept in the 
garden. An injection of sputum into mice by the intraperitoneal 
route was planned with Dr. John Enders at the Children’s 
Hospital in an attempt to establish the diagnosis. On the after- 
noon of June 13 this was accomplished with a small amount of 
tenacious, grayish, mucoid sputum that had been raised that 
morning. 

Serologic tests for Q fever, typhoid, and typhus were reported 
negative in all dilutions. Stool cultures were negative for patho- 
gens. A rapid sedimentation rate continued; yet, the white blood 
cell count remained about 8,700 per cubic millimeter. 

Chloramphenicol (chloromycetin®) therapy was begun with 
the administration of 0.5 gm. by mouth on June 13 (a total of 
2.0 gm. was given the first 24 hr.) and continued with the ad- 
ministration of 1.5 gm. daily for four successive days. The tem- 
perature dropped from a level of 103 F. to normal on the morn- 
ing of June 14 and remained normal until discharge from the 
hospital on June 23. On June 19 a second chest x-ray showed 
no appreciable change, and neoplasm still remained a distinct 
possibility. 

On June 20 Dr. Enders reported that three of the 10 mice 
inoculated had died. Numerous intracellular bodies were seen 
in smears of the spleen, which stained red with Macchiavello’s 
stain and were morphologically similar to the elementary bodies 
of psittacosis. Splenic tissue from these animals was inoculated 
into another group of mice. Death ensued within three to four 
days, and again the morphological findings were compatible 
with the diagnoses of infection with Miyagawanella psittacii. 
The causative agent of the infection in the mice, however, was 
not further identified. The four cultures of blood taken at the 
time of entry revealed no growth. Two of these were with added 
penicillinase. Sputum cultures for Mycobacterium tuberculosis 
were negative. 

The patient continued to feel tired and listless, but on the day 
of discharge, June 23, the lungs were clear to percussion and 
auscultation. The spleen was not felt, and the cough had disap- 
peared. The patient was urged to rest in bed at home. 

Convalescence.—For the next three weeks at home the patient 
was fatigued and weak; on July 17 roentgenographic reexamina- 
tion of the chest revealed considerable resolution of the upper 
left-lobe process, with only minimal evidence of residual infiltra- 
tion. The findings now were suggestive of a clearing nonspecific 
pneumonitis. Because of continued fatigue and malaise, but with- 
out fever, another course of 1.5 gm. daily of chloramphenicol 
was given from Aug. 13 to 16. 

On Aug. I! it was reported! that blood serums drawn 
June 12 showed positive agglutination for psittacosis in dilution 
of 1:8 and for June 17 in dilution of 1:6; serums drawn June 23 
and July 17 were negative. 

I visited the patient at home on Aug. 31. She was tired and 
complained of vague aching in her muscles. This continued 
through September but subsided during October. The patient had 
always been physically vigorous and found the continued inabil- 
ity to get about and see visitors very trying. 
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The bird-feeding station was a covered platform with 
glass sides. When the patient was cleaning it, the dust 
and disintegrated bird-droppings had been brushed to- 
ward her with a strong whisk. During the period when 
infection might have occurred, a family of purple finches 
were frequent visitors to the station. Finches are known 
to be carriers of psittacosis. In the course of the summer 
a catbird, a robin, and a finch were found dead but 
showed no signs of injury. Sea gulls inhabit the nearby 
shore, but contact with gulls was unlikely. This case of 
psittacosis in Cape Cod recalls the astute researches of 
R. K. Rasmussen * in The Faroes, where he identified 
epidemic alveolar pneumonia with psittacosis and related 
the source of infection to the fledglings of the gull Ful- 
marus glacialis. 

In conclusion, certain clinical features might be em- 
phasized: Psittacosis, by definition an avian infection, is 
communicable to man from many species of birds. The 
diagnosis of psittacosis is best established by the culture 
of the virus by inoculation of citrated blood or sputum 
into mice.* The presence of only minimal clinical signs 
of pulmonary disease, compared with the changes shown 
by roentgenogram, is a unique feature of this avian infec- 
tion. Another feature is the prolonged convalescent 
period, despite the disappearance of fever after treatment 
with chloramphenicol. 


330 Dartmouth St. 


1. Dr. Karl Meyer in California made the agglutination studies. 

2. Dr. R. K. Rasmussen and Psittacosis in the Faroes, Foreign Letters 
(Denmark), J. A. M. A. 145: 104 (Jan. 13) 1951. 

3. Rivers, T. M., and Berry, G. P.: Diagnosis of Psittacosis in Man 
+ ig of Injections of Sputum into White Mice, J. Exper. Med. 61: 


MYCOTIC ENDOCARDITIS 
REPORT OF A CASE 


E. 1. Wolfe, M.D.+ 
and 


F. William Henderson, M.D., Wilkes-Barre, Pa. 


Within the past few years, several cases of mycotic 
endocarditis have been reported, as well as one case of 
blood stream invasion in which treatment with sulfon- 
amides and penicillin was unsuccessful.' Because of the 
rarity of this condition and because of several other in- 
teresting factors, we feel that this case is worth reporting. 


REPORT OF CASE 
History.—Mrs. F. G., 57, a housewife, separated from her 
husband, was admitted to the medical service of the Wilkes- 
Barre General Hospital on Sept. 2, 1949, because of nausea, 


From the Medical Service of the Wilkes-Barre General Hospital. 
t Dr. Wolfe, who was Chief of Medicine, died on Feb. 16, 1951. 

1. (a) Wikler, A.; Williams, E. G.; Douglass, E. D.; Emmons, C. W., 
and Dunn, R. C.: Mycotic Endocarditis: Report of Case, J. A. M. A. 
119: 333 (May 23) 1942. (5) Joachim, H., and Polayes, S. H.: Subacute 
Endocarditis and Systemic Mycosis (Monilia), J. A. M. A. 115: 205 
(July 20) 1940. (c) Friedman, N. B., and Donaldson, L.: Systemic Mycosis 
with Mycotic Endocarditis, Arch. Path. 27: 394 (Feb.) 1939. (d) Polayes, 
S. H., and Emmons, C. W.: Final Report on Identification of Organism 
of Previously Reported Case of Subacute Endocarditis and Systemic 
Mycosis (Monilia) J. A. M. A. 117: 1533 (Nov. 1) 1941. (e) Wessler, S., 
and Browne, H. R.: Candida Albicans (Monilia Albicans) Infection with 
Blood Stream Invasion: Report of Case with Strain Clinically Resistant 
to Sulfonamide Drugs and to Penicillin in Vitro, Ann. Int. Med. 22: 886 
(June) 1945. (/) Luttgens, W. F.: Endocarditis in “Main Line” Opium 
Addicts: Report on 11 Cases, Arch. Int. Med. 83: 653 (June) 1949. 
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vomiting, chills, and fever of two days’ duration. Prior to this, 
she had been feeling ill; she stated she had had a cold with cough 
and lack of appetite. She was a known diabetic since January, 
1949, and the diabetes was controlled on 15 units of protamine 
zinc insulin and 30 units of regular insulin daily. When she 
became ill, she took only 15 units of the protamine zinc insulin 
and ate only small quantities of food. Nevertheless, her frac- 
tional urinalysis showed no evidence of sugar. Her family phy- 
sician suspected diabetic acidosis and sent her to the hospital 
for study. 

Her past history and systemic review were noncontributory. 
She had always enjoyed good health except for cutaneous ulcers 
(etiology unknown) of the abdomen in December, 1948, and 
diabetes, which was discovered in January, 1949. The latter con- 
dition, however, was apparently well controlled since that time. 
Family history was irrelevant except that one sister died of 
“goiter” trouble and another of poisoning from “dyes.” 

On admission, the patient's temperature was 104 F, pulse 
rate 130, respiratory rate 28, and blood pressure 100/65. She 
appeared very toxic, wan, and somewhat apathetic. The positive 
physical findings were as follows: a dry scaly skin with several 
small scars on the abdomen due to healed superficial ulcerations. 
Four carious teeth were present with evidence of pyorrhea. She 
had a mild right scoliosis and kyphosis. Breath sounds were 
diminished over the right chest posteriorly, and in this area, 
inspiratory rales were heard. The heart was not enlarged to per- 
cussion. The rhythm was regular. A grade 3 systolic apical 
murmur and a grade 3 systolic pulmonic murmur were present. 
On admission no masses or organs were felt in the abdomen 
except the liver, which was approximately 1 cm. below the right 
costal margin. Moderate left costovertebral angle tenderness 
was noted. The pulses of the lower extremities were decreased, 
and slight right calf tenderness was elicited. Reflexes were hypo- 
active. A pelvic examination performed by a surgical consultant 
showed a small, tight vagina, atrophic uterus, and no pelvic 
pathology. Later, however, a repeat examination revealed evi- 
dence of a mild fungus infection of the labia minora. 


Course—On the day of admission, the patient complained 
of the right foot “going to sleep,” associated with pain in the 
popliteal area and the calf. An embolic phenomenon with asso- 
ciated venospasm were suspected, and treatment with bishy- 
droxycoumarin (dicumarol®) was begun. This was continued 
about three weeks, then discontinued when improvement in the 
leg occurred. At this time, although no dorsalis pedis pulse was 
present, no other circulatory changes were in evidence. 

The clinical impression on admission was that the patient had 
either pneumonia or endocarditis. Before penicillin (50,000 units 
given intramuscularly every three hours) was begun, a blood 
culture was obtained. The first chest roentgenogram did not con- 
firm our diagnosis of pneumonia, and it was not until three 
months later that the roentgenogram showed any evidence of 
pulmonary disease, at which time pulmonary edema and fluid in 
the right base was present. The patient's diabetic state never 
got out of control, and she was well maintained on 10 units of 
protamine zinc insulin daily plus a calculated diet. 

As time went on, she continued to have a fever, complain of 
weakness, and show no signs of improvement. Numerous diag- 
nostic studies were performed, including a complete gastrointes- 
tinal series (which showed a chronic inactive duodenal ulcer), 
roentgenographic examination of the skull and long bones, cysto- 
gram, intravenous urogram, and retrograde pyelogram. The kid- 
ney studies showed evidence of a left pyelonephritis confirmed 
by urine examination and cystoscopy. It is interesting to note 
that the original smears and cultures from the left kidney showed 
yeast cells (which were not considered important) and Aero- 
bacter aerogenes. Treatment, therefore, was directed toward the 
latter finding. 

Meanwhile other important studies were performed. The elec- 
trocardiogram was reported as normal. The serological test for 
syphilis was normal, as were the original blood cultures, Widal 
test, Brucella agglutination tests, spinal fluid examination, smears 
for malaria, bone marrow biopsy, and histoplasmin, coccidiodin, 
and blastomycin skin tests. 

The patient showed a persistent microcytic type of anemia 
(hemoglobin 50% with 2,000,000 red blood cells) despite five 
blood transfusions of 500 cc. each. The white blood cell count 
and differential were essentially normal, but the sedimentation 
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rate remained high, 15 to 33 mm. in one hour with a first zone 
curve. The urine was alkaline the greater part of the time, 
always showing albumin, a trace to a heavy cloud, with 1 to 10 
red blood cells, 6 to 30 pus cells, and many bacteria; on occasion, 
yeast cells were noted on smears. 

A total of 10 blood cultures were done, and three of these 
showed a Staphylococcus pyogenes albus and yeast, both con- 
sidered to be contaminants. The first growth of yeast occurred 
in the fourth specimen taken on Nov. 14, 1949, and was present 
in all others thereafter. 

Still suspecting a pyelonephritis as the primary source of the 
“bacteremia” and disregarding the yeast cell finding, we insti- 
tuted numerous therapeutic trials of antibiotics and sulfonamides. 
On Oct. 4, 1949, the possibility of a perirenal abscess was con- 
sidered, and perirenal paracentesis was performed, but the re- 
sults were negative. The patient during this three month period, 
received penicillin in massive doses (43,000,000 units), includ- 
ing 5,000,000 units given intravenously daily during the three 
days before death. She also received aureomycin (7.5 Gm.), 
dihydrostreptomycin (28 Gm.), gantrisin® (3,4-dimethyl-5-sulfa- 
nilamidoisoxozole) (40 Gm.), sulfamerazine, and sulfadiazine 
(36 Gm.) at varying intervals. 

Unfortunately, despite intensive antibiotic therapy and sup- 
portive therapy, the patient did not respond. By Nov. 18, 1949, 
numerous petechiae were noted over the abdomen, back, neck, 
arms, face, and conjunctivas. Tenderness in both upper ab- 
dominal quadrants was present, and the tip of the spleen was 
palpable. Pronounced disuse atrophy of both extremities had 
also occurred. Toward the end, the murmurs heard over the 
precordium were of less intensity, the rales in the right base 
increased, and the patient became uncooperative and delerious. 
Fuid intake and output became nil, and she died, after a very 
short convulsive seizure, on Dec. 9, 1949. 

Autopsy.—Only the pertinent gross and microscopic findings 


. are presented. When the thoracic cavity is opened, the right 


lung is found adherent to the parietal pleura. The upper lobe 
is covered with thick fibrinous adhesions. On section, the sur- 
face is reddish pink in color, and on pressure, air, blood, and 
fluid escape. The middle lobe is also reddish pink in color, but 
very little air, blood, and fluid escape on pressure. The lower 
lobe is similar in appearance and covered with adhesions, but 
is partially collapsed. 

The surface of the left lung is smooth and reddish pink in 
color; a similar color is noted on section. The lung itself is par- 
tially collapsed and somewhat leathery in consistency. On pres- 
sure, a small amount of blood, fluid, and air escape. The bronchi 
and trachea are patent throughout. The mucous membranes 
are pale, and a small amount of mucus is present within the 
lumina. The adjacent mediastinal lymph nodes are few in num- 
ber, small, and blackish in color. 

The heart is in the midline, the apex occupying the fifth inter- 
space. The heart is of normal size and is covered with a moderate 
amount of epicardial fat, which is injected. In the pericardial 
sac, there is a small amount of clear fluid. The myocardium of 
the left ventricle averages 1.4 cm. in width; aortic valve 7 cm.; 
pulmonary valves 6% cm.; tricuspid valves 7 cm. in circum- 
ference. The papillary muscle is thickened, and the chordae 
tendineae are thin. The valves in general are leafy and supple. 
Above the leaflets of the mitral valve, there is a large, white soft 
fungoid growth measuring 3 by 1 by 0.5 cm. On the valve leaflets 
proper are two similar small projections each measuring approxi- 
mately 6 by 0.2 by 0.2 cm. The orifices of the coronary vessels 
are patent, and the left descending artery shows a few fatty 
plaques. The right coronary artery is slightly thickened, but the 
pulmonary artery is smooth and patent throughout. The aorta 
above the valve is not dilated, and fatty plaques are noted 
throughout its length. 

When the abdominal cavity is opened, the liver is noted to be 
6 cm. below the costal margin. The other organs are in normal 
position, and the peritoneal surfaces are smooth, moist, and 
glistening. The liver is enlarged and measures 27 by 25 by 8 
cm. The capsule is slightly thickened. The surface is reddish 
in color, but several small pinpoint whitish areas are present. 
On section, the liver is dark brown in color with multiple foci 
of apparent hemorrhage. The lobules are not distinct. 
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The uterus, tubes and ovaries show senile atrophy. The vagina 
appears injected, as does the surface of the uterus. On section, 
the mucous membrane of the vagina is pale, and a small amount 
of mucus is present. 

The left kidney measures 10 by 3.5 by 2.5. cm. The outer 
surface shows fetal lobulations, and the capsule strips easily 
in some places, but with difficulty in others. Numerous small 
petechial hemorrhages are seen beneath the capsule. On sec- 
tion, the cortex and medulla are poorly differentiated. The 
parenchyma is pale. The calyces are slightly dilated and contain 
a small amount of yellowish, cloudy urine. 

The right kidney measures 11 by 4.5 by 5 cm. Fine scarring 
is noted on the outer surface. The capsule strips with difficulty, 
and numerous petechial hemorrhages are noted beneath it. On 
section, the medulla and cortex are fairly well differentiated. 
The parenchyma is darker red than in the left kidney, and 
although the pelvis is slightly dilated, the urine present does not 
appear abnormal. The ureters are patent and normal throughout. 

The spleen is enlarged three times its normal size, weighing 
720 Gm. and measuring 18 by 10 by 7 cm. On the outer sur- 
face, which is smooth, can be seen three areas approximately 
2 cm. in diameter which are lighter in color than the surround- 
ing tissues. On section, the tissue is deep red in color, and the 
pulp scrapes easily with a knife. 

The bladder is contracted; the mucosa appears thickened, 
roughened, and reddened. A small quantity of reddish tinged 
purulent urine is present. 

Microscopic examination revealed the following: Lungs: The 
vessels present appear thin-walled. Some of the alveoli contain 
red blood cells and large pigmented macrophages. Other alveoli 
are collapsed; some appear fragmented, and the capillaries are 
surrounded by fibrous tissue. Around some of the bronchioles 
are foci of lymphoid cells. A few small areas of fibrous scarring 
and anthracotic granules also occur. 

Heart (Mitral Valve): The growth on the mitral valve is com- 
posed of clumps of yeast-like cells and hyphae. The under- 
lying tissue is fibrous and contains a few capillaries. In the 
heart muscle beneath the valve are found small foci of what 
appear to be yeast cells and lymphoid cells. In a second section 
from the mitral valve are poorly preserved yeast cells in a 
large mass on the outer portion of the valve. In the underlying 
fibrous tissue are plasma cells, lymphoid cells, a few macro- 
phages, and numerous capillaries. In sections taken from other 
parts of the heart are found foci of lymphoid cells and yeast 
cells as well as a few large macrophages. The nuclei of the 
cardiac muscle are fairly regular in size and shape. 

Liver: Most of the liver cells appear well stained and contain 
bile pigment. A few foci of lymphoid cells and apparently small 
yeast cells occur. Lymphoid cells are also noted around the 
ducts. The capillary spaces are slightly dilated. 

Spleen: The lymphoid follicles are small and few. Hyalin 
change is present in the centers of most of them. The walls of 
the sinuses are not distinct, and within the lumina are large 
masses of large round cells, plasma cells, lymphoid cells, red 
blood cells, and a few polymorphonuclear leucocytes. In some 
of the small vessels is a subendothelial hyalin formation with 
thickening of wall and narrowing of lumina. In some sections, 
areas of necrotic tissue and apparent yeast cells are found. A 
second smaller area shows partial necrosis but no yeast cells. 
Epithelioid cells and lymphoid cells are present. 

Kidney: In the cortex are foci of fibrous scarring with hyalin 
glomeruli and lymphoid cells. Slight fibrosis is observed in the 
capillary tufts of a few glomeruli. The vessels appear thick- 
walled, and extravasated blood is found in the lumen of many 
tubules. In one area is a focus of lymphoid cells and what 
appear to be yeast cells. Beneath the epithelium of the pelvis 
are several foci of lymphoid cells. The latter also appear in 
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the peripelvic fat. In one section of the kidney is found a great 
number of glomeruli showing hyalin degeneration. The blood 
vessels in this area also appear thick-walled. 

Stomach: The cosa is well preserved. Although no yeast 
cells are observed, in the muscularis around one of the vessels 
is found a focus of lymphoid cells. 

Bladder: The epithelium of the bladder is well preserved. 
Beneath it are noted large foci of lymphoid cells but no appar- 
ent yeast cells. 

Vaginal Wall: The epithelial lining is intact, and beneath 
it are noted a few lymphoid cells and polymorphonuclear leuco- 
cytes. No yeast cells appear to be present. 

Pathological findings, in addition to a history of diabetes, are 
as follows: (1) mycotic endocarditis of the mitral valve with 
foci of infection in myocardium, liver, spleen, and kidneys; (2) 
splenomegaly and granuloma; (3) hepatomegaly; (4) chronic 
pyelonephritis with slight intercapillary fibrosis and hemorrhage 
in tubules; (5) chronic cystitis; (6) chronic vaginitis; (7) conges- 
tion of all lobes of the lungs; chronic pleuritis of lungs; (8) 
atrophy of pancreas and hyalin change in islands of Langer- 
hans; (9) scoliosis of the lumbar vertebra, and (10) edema of 
the ankles. 

Mycologic studies revealed that smears taken at the time of 
autopsy from the mitral valve, bronchi, and kidneys all showed 
yeast cells similar to those cultured from the blood of the patient 
during life. A specimen of this fungus was sent to Dr. Norman 
F. Conant of Duke University, who reported it to be Candida 
krusei. 

COMMENT 

In reviewing the literature, we were able to find only 
six reported cases of mycotic endocarditis: those men- 
tioned in Wikler’s article and one reported by Luttgens."* 
In all these cases, the patients were drug addicts who 
used the drug intravenously. Studies were done by 
Emmons at the National Institute of Health in order to 
determine if the fungus causing the endocarditis in four 
of the patients were caused by a contaminant in the 
heroin or its adulterants.'* No definite proof of this was 
established. 

Other possible sources considered were the patient’s 
mouth, intestinal tract, and vagina, since Candida species 
may be cultured from these locations in 35 to 40% of 
normal persons.* Despite the fact that the cause of the 
mild fungus infection noted on the external genitalia of 
our patient was not identified by smear or culture, we feel 
that it may possibly have been the source of the con- 
tagion. We know that this particular fungus (Candida 
krusei) has been found in certain patients with and 
without complaints of pruritus vulvae.* It is also well 
known that diabetes predisposes to mycotic vaginitis and 
that even with the aid of the laboratory, differentiation 
between primary and secondary invaders is difficult, so 
that we may treat what we think is the offending organ- 
ism, only to allow the other greater leeway to cause fur- 
ther damage.* 

Just how the organism managed to enter the body is 
still a matter for conjecture, but knowledge that this pa- 
tient used insulin daily gives us every reason to feel that 
contamination of the syringe, needle, or even the insulin 
may have taken place. 

This case emphasizes the importance of mycotic infec- 
tions and the need for some adjustment of our clinical 
concepts concerning them. Therefore, it is felt that an 
illness Of this type should be considered when adequate 
antibiotic therapy has been employed with no response. 
Thus far, present known powerful antibiotics, as demon- 
strated by our case, have no effect. Recently, however, 
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Swart and his associates have isolated a new antibiotic 
which seems to have antifungal properties.° 

The case we have reported also emphasizes the im- 
portance of consideration of mycotic infections in the 
differential diagnosis of obscure febrile conditions. This 
diagnosis can be made by recovery of the causative or- 
ganism in body fluids, exudates, or purulent discharges, 
or by biopsy of suspected tissue. 

This case further illustrates the necessity of more care- 
ful sterilization technique when parenteral medication 
is being administered by untrained personnel. Finally, 
we are impressed with the danger of ignoring laboratory 
reports of yeast cells—considering them as contaminants. 

In general, we must assume that the increased quality 
and quantity of antibiotics and chemotherapeutic agents 
available to the average patient have produced a chang- 
ing pattern in the progress of diseases due to infections. 
We can confidently expect that further advances in 
therapy will result in continued changes, which will chal- 
lenge our judgment and clinical appraisement. 


SUMMARY 

A case of disseminated moniliasis, with autopsy find- 
ings, is reported. The etiologic agent was Candida krusei. 
This is the first reported case of mycotic endocarditis 
in a diabetic and also of endocarditis due to Candida 
krusei. Although the prognosis remains hopeless in cases 
of mycotic endocarditis or meningitis, there is some hope 
that specific antibiotics may be available. Physicians 
should be alert to the possibility of fungus infection and 
never ignore or minimize the presence of yeast cells in 
cases in which that possibility exists. 


87 Academy St. (Dr. Henderson). 


5. Antifungal Antibiotics, editorial, J. A. M. A. 144: 850 (Nov. 4) 
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CARDIAC ARREST 


COMPLETE RECOVERY AFTER 
TWENTY-FIVE MINUTES 


Max G. Carter, M.D., New Haven, Conn. 


Total cessation of the heartbeat during a surgical 
operation presents a crisis demanding direct action. Cor- 
rect treatment requires previous planning for action in 
the event of such an accident, as well as knowledge of 
the probable causes of cardiac arrest. It is generally 
agreed that there are two principle factors, either one or 
both of which are usually responsible for the onset of 
cardiac standstill: first, excessive manipulation of the 
heart itself or of the pulmonary hilar structures during 
thoracic surgery; and second, myocardial hypoxia due 
either to generalized arterial hypoxia or to direct occlu- 
sion of one or more coronary vessels by internal damage 
or external pressure.' The case of cardiac arrest pre- 
sented here is of interest because the patient had a 
markedly diminished pulmonary reserve, which had been 
measured objectively prior to thoracic surgery; this pa- 
tient was one, therefore, in whom complications were 
felt to be more likely than is usual. After cardiac arrest 
supervened during surgery, resuscitation was effected by 
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commonly established measures, to which was added 
occlusion of the thoracic aorta. The successful use of 
aortic occlusion in a human being, first suggested by 
Wiggers,’ does not seem to have been reported previ- 


ously. 
REPORT OF CASE 


History.—G. B., a white man aged 63, was admitted to Boston 
City Hospital with chief complaints of coughing of blood, weight 
loss, and increasing fatigue. He gave a history of increasing 
thoracic complaints over the preceding 15 years. These had con- 
sisted of asthma-like attacks with dyspnea, orthopnea, and 
wheezing, together with frequent respiratory infections. He pro- 
duced approximately a half cup of yellowish, nonfoul sputum 
daily. A significant cough occurred only with episodes of pul- 
monary infection. Eight months prior to his admission, the first 
hemoptysis had occurred. Thereafter there were repeated epi- 
sodes of blood-spitting with an intermittent left anterior chest 
pain becoming worse with respiration, an increase in cough, and 
a weight loss of 26 Ib. (11.8 kg.) in spite of no change in appetite 
or food intake. There was no history either of tuberculosis it- 
self or of contact with it. 

Physical Examination.—The patient was well-developed but 
showed obvious weight loss, chronic illness, and moderate 
dyspnea when resting. There was some clubbing of the fingers. 
The thorax was increased in anteroposterior diameter, and the 
breath sounds were of diminished intensity. Diaphragmatic mo- 
tion was decreased. There were numerous wheezes and rhonchi, 
which cleared on cough. There were dullness and marked di- 
minution of the breath sounds over the left lower lobe. No rales 
were heard. The blood pressure was 190/100; cardiac rate, 
regular at 88 beats per minute; rectal temperature, 100.6 F.; 
respiratory rate, 20. 

Laboratory Data.—On admission the hemoglobin value was 
14 gm.; white blood cell count, 18,500; hematocrit reading, 47; 
and the differential blood count revealed 76% polymorpho- 
nuclear leukocytes, 22% lymphocytes, and 2% eosinophils. 


‘Three sputum concentrations were negative for acid-fast bacilli. 


Sputum cultures taken prior to the institution of antibiotic 
therapy revealed alpha hemolytic Streptococcus, Neisseria flava, 
and Micrococcus catarrhalis. Tentative diagnoses of broncho- 
genic carcinoma, pulmonary emphysema, hypertensive heart 
disease, and possible bronchial asthma were made. 

Further cardiovascular evaluation revealed a venous pres- 
sure of 110 mm. of water; circulation time, arm to lung, six sec. 
(ether); arm to tongue, 12 sec. (magnesium sulfate). The electro- 
cardiogram was interpreted as being probably within normal 
limits. Bronchoscopy revealed a fungating tumor growing in 
the left lower lobe bronchus. The remainder of the tracheo- 
bronchial tree was normal. A tissue biopsy was not diagnostic, 
but suggested carcinoma. A Papanicolaou smear obtained from 
the same bronchus was reported positive for carcinoma cells. 

Pulmonary physiologic studies revealed a maximum breathing 
capacity of 38 1. per minute, a walking ventilation (Warring) 
of 19 |. per minute, and a vital capacity of 2,600 cc. After iso- 
propylarterenol (isuprel®) hydrochloride inhalation the maxi- 
mum breathing capacity remained at 38 1. per minute and the 
vital capacity had increased only 60 cc., thus excluding genuine 
asthma.*® Fluoroscopy revealed the trachea and mediastinum 
to be in the midline; the right diaphragm moved approximately 
60% of normal, the left diaphragm was not visible because of 
left lower lobe “atelectasis.” The rib motion was 50% of nor- 
mal bilaterally, and no air-trapping was visible on either side. 
Posteroanterior and lateral roentgen examinations of the chest 
confirmed the fluoroscopy and revealed a density occupying the 
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normal position of the left lower lobe with good aeration of 
the upper lobe and its lingula. The right lung was normal except 
for obvious pulmonary emphyséma. 

Preoperative Course.—After his admission to the hospital, the 
patient was given penicillin, both intramuscularly and by aerosol 
inhalation. His temperature returned to normal and cough and 
sputum decreased; at the time the pulmonary physiological 
studies were performed he was considered to be in optimum 
physical condition consistent with his disease. Two weeks after 
his admission, pneumoperitoneum was instituted in an effort to 
increase the patient’s pulmonary efficiency. After two refills 
on successive weeks, repeated pulmonary physiological studies 
showed his maximum breathing capacity to have been decreased 
by 4 1. per minute. Nevertheless, the patient observed that his 
cough was more effective than formerly. 

It was felt that, in spite of the low pulmonary function, the 
patient could tolerate removal of the nonfunctioning left lower 
lobe. The bronchus to this lobe was obstructed by a tumor, and 
the suppuration distal to this obstruction presented adequate 
indication for surgery. No further pneumoperitoneum refills 
were given, but sufficient intra-abdominal air remained to pro- 
vide an increased tussive force postoperatively. The danger of 
operation and the necessity for maintaining a high arterial 
Oxygen saturation at all times were recognized and carefully 
discussed with the anesthetist. 

Operation.—Four weeks after the patient’s admission to the 
hospital an exploratory thoracotomy was performed. With the 
patient under endotracheal gas-oxygen-ether anesthesia and in 
the right lateral decubitus position, his chest was opened through 
the bed of the left sixth rib. The left lower lobe was found to 
be densely adherent over the posterolateral and diaphragmatic 
surfaces. There was moderate blood loss due to the many ad- 
hesions, but the dissection progressed readily until the lobe was 
entirely free. During this dissection there were many secretions 
that the anesthetist removed by careful endotracheal suction for 
short periods followed by positive-pressure oxygen insufflation. 
After one such period of endotracheal aspiration, the patient's 


color became very dark. At this point the heart was seen to slow’ 


gradually and come to a complete stop. Cardiac massage was 
immediately begun, the surgeon squeezing the heart between 
the thumb and fingers of his left hand at a regular rate, approxi- 
mately 50 to 60 contractions per minute. At the same time the 
anesthetist continued positive-pressure oxygen insufflation at a 
regular rate. Neither a pulse palpable in the radial arteries nor 
a detectable blood pressure was present for the first few seconds. 
With his right hand the operator then manually compressed 
the aorta distal to the take-off of the left subclavian artery. After 
this maneuver a perceptible pulse was present at both wrists 
and a blood pressure of approximately 60 mm. Hg systolic 
was clearly audible. Two cubic centimeters of epinephrine, 
1: 1,000, was injected into the left ventricle. Cardiac massage 
was continued, but no cardiac beats were felt. Fifteen minutes 
after the onset of cardiac arrest, 2 cc. more of epinephrine was in- 
jected, 1 cc. into the left ventricular myocardium and | cc. into 
the ventricular chamber. A few feeble contractions began while 
massage was continuing. Procaine hydrochloride totalling 100 
mg. was given intravenously by the anesthetist in divided doses 
approximately 10 min. apart. Within five more minutes the heart 
had resumed a normal but somewhat weak rhythm. Cardiac 
massage was therefore discontinued, 25 min. after the onset 
of complete cardiac arrest. The rib spreading retractor had been 
removed when cardiac arrest first became apparent. The main- 
tenance of massage at an adequate rate of around 50 to 60 con- 
tractions per minute was so fatiguing that the surgeon and the 
first assistant alternated for periods of five minutes each. The 
occlusion of the aorta distal to the subclavian artery was main- 
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tained throughout the period of massage, and gradually discon- 
tinued as the heart began its normal rhythm. The resection was 
then abandoned, and thoracic closure, with continuous sutures 
to all layers, was made rapidly. The patient was turned on his 
back, and endotracheal aspiration was made through the bron- 
choscope while a heavy flow of oxygen was maintained. After 
thoracic closure, the patient’s blood pressure rose to 132/68; 
his pulse was somewhat irregular but strong, and his color was 
normal. During the procedure, a gradual transfusion of 2,000 
cc. of compatible whole blood had been given. 


Postoperative Course.—The patient recovered satisfactorily, 
and an electrocardiogram on the day following surgery was 
interpreted as revealing “a sinoauricular tachycardia, probably 
within normal limits.” Recovery was uneventful. The patient 
was able to cough secretions with moderate force. Two thora- 
centeses were necessary to evacuate serosanguineous fluid, but his 
wound healed well. Careful examination by each of the phy- 
sicians who had seen the patient preoperatively revealed no 
change in his physical or mental status, and he was discharged 
from the hospital on the 11th postoperative day. 


COMMENT 


Experience with this patient clearly illustrates the 
direct effect of arterial hypoxia on the myocardium. 
Kergin, Bean, and Paul * have used the electrical oxi- 
meter to demonstrate the fall in arterial oxygen saturation 
that follows excessively vigorous endotracheal aspiration 
during anesthesia. The patient described in my paper 
was known to have a very narrow pulmonary reserve. In 
spite of this, his condition on the operating table re- 
mained stable while aspiration of his airway was done 
at frequent intervals for short periods. Immediately 
before cessation of heart action, one episode of endo- 
tracheal aspiration had been much longer and more 
vigorous than any preceding aspirations. After this aspi- 
ration and prior to the cessation of the heartbeat, both 
skin and blood appeared to be of an extremely dusky hue 
that was noticed by both the anesthetist and the surgeon. 
The vagus nerve ° was probably also stimulated by the 
hilar dissection.* Some form of oximeter would have been 
a valuable adjunct in detecting arterial hypoxia before 
the critical point was reached. 

‘The fatal effect of prolonged cerebral anoxia is well 
known. Experience with this patient also illustrates how 
an effective cerebral and coronary blood flow may be 
maintained, even with the markedly diminished cardiac 
output produced by manual massage, if no effort is made 
to maintain circulation to the entire organism. Occlusion 
of the aorta distal to the origin of the subclavian artery 
for relatively long periods has been shown to be harm- 
less.’ That this maneuver will also maintain an effective 
cerebral and coronary blood flow is now well established, 
although the experimental report of Johnson and Kirby * 
had not been published at the time this patient was seen. 
Postoperatively there was no immediate evidence of 
cerebral damage. The patient was examined again six 
months after discharge; at that time he was mentally 
sound and as alert as at the time of operation. In the 
intervening months there had been several episodes of 
severe pulmonary infection due to the obstruction caused 
by the tumor; but symptoms had been palliated by anti- 
biotic therapy. 

A case of cardiac arrest in which the heart was in com- 
plete standstill for 25 min., occurring in a patient during 
intrathoracic surgery, is reported. Life was maintained by 
artificial respiration and cardiac massage. An adequate 
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cerebral and coronary blood flow was secured by manual 
occlusion of the aorta distal to the left subclavian artery 
while cardiac massage was performed. 

It is suggested that this maneuver should be used in 
all cases of cardiac arrest. 

The reported case is evidence in confirmation of the 
thesis that vigorous endotracheal aspiration produces 
arterial hypoxia and may be a cause of cardiac arrest in 
a patient with pre-existing pulmonary deficiency. 


614 Orange St. 


FULL-TERM ABDOMINAL PREGNANCY 
REPORT OF TWO CASES 


R. J. Burleson, M.D. 
and 


J.C. Bragg, M.D., Decatur, Ala. 


There have been several complete surveys of the 
literature concerning abdominal pregnancy. Hellman 
and Simon’ reported 316 cases of intra-abdominal 
pregnancy. They included a series of fetuses from 22 
weeks’ gestation to term. The number of live births was 
158, and the number of mothers surviving was 212. 
There were probably only 50 cases in which mother and 
baby were entirely well. Gardner and Middlebrook * 
reported 22 other cases, and in only one case in the series 
was there a full-term surviving infant with no congenital 
anomalies or deformities and a surviving mother. In 
1946, Beacham * recorded 20 additional cases from the 
records at Charity Hospital, New Orleans, and, of the 
20 cases, only nine were at term; and, further, there were 
only two live babies. From 1946 through 1948, approxi- 
mately 49 additional cases have been reported in the 
literature. Only 14 of these pregnancies progressed to 
term, with nine normal living infants. Lee * gives a rela- 
tive idea of the rarity of this condition in a five-year 
(from Jan. 1, 1940, to Dec. 31, 1944) survey at the 
Swedish Hospital, Seattle. During this period there were 
9,384 deliveries and 615 spontaneous or therapeutic 
abortions, making a total of 9,999 pregnancies. Of this 
number there were 58 extrauterine pregnancies and only 
one abdominal pregnancy (secondary), with a living 
infant. It is generally conceded that abdominal preg- 
nancy in all its forms occurs about once in 2,300 de- 
liveries. It was felt, therefore, that the two following 
cases that occurred in our practice in a three-year period 
would be of interest. 


REPORT OF CASES 


Case 1.—K. C., a Negro primigravida, 22, was admitted to 
Decatur General Hospital on Sept. 13, 1947. Her last menstrual 
period was probably in November, 1946; however, she had con- 
tinued to have spotting, and this date is not definite. In Decem- 
ber, 1946, the patient had acute pelvic pain with chills and fever 
and was put to bed by the attending physician, who interpreted 
her condition as “pelvic cellulitis.” She was treated with rest 
and chemotherapy. Convalescence was progressive but slow, 
and the patient was able to be up only after about six weeks in 
bed. Pain and soreness in the lower abdomen continued, and 
she noticed that her abdomen began to enlarge after about three 
months. The family physician was again consulted, and preg- 
nancy was diagnosed. Fetal movements appeared and were in- 
tense. The intensity increased until two weeks prior to the pa- 
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tient’s admission to the hospital. When she was seen on admission 
by one of us (J. C. B.), there were no fetal movements or heart 
tones. Examination at this time revealed a large, smooth, mov- 
able mass in the abdomen, a uterus of normal size with a small, 
hard cervix, which was displaced high under the symphysis. 
There was slight mucopurulent discharge but no vaginal bleed- 
ing. The position of the fetus was undeterminable because of the 
pronounced distention, apparently caused by fluid. On Sept. 17, 
1947, celiotomy was performed, and a normal-appearing, 8 Ib. 
(3,628.73 gm.) fetus (dead, but not macerated) was removed. The 
sac and placenta were entirely removed, but hemorrhage from 
the posterior uterine surface was uncontrolled, and a left 
salpingo-oophorectomy and hysterectomy (supravaginal) was 
necessary. This controlled the hemorrhage, and the wound was 
closed without drainage. The patient had an uneventful recovery 
after two transfusions of whole blood. She was discharged as re- 
covered on Sept. 25, 1947. 

Comment.—This case was definitely an abdominal pregnancy 
of “secondary” type, with the “cellulitis” that occurred soon 
after conception probably indicating expulsion of the tubal preg- 
nancy into the abdominal cavity. The placenta was attached to 
the uterus (posterior surface), the parietal peritoneum of the 
pelvis, left tube and ovary, the broad ligament, and the sigmoid 
colon. This pregnancy, from all indications, was post-term, to 
judge by the 10 months’ history and the weight of the baby. 
Beacham * has stated that these patients should be operated on 
before term and that the damage to mother and infant occurs in 
the last two weeks of pregnancy. Evidence that fetal movements 
were present two weeks prior to the patient’s admission to the 
hospital and the fact that the baby was perfectly normal in ap- 
pearance suggest that, if the diagnosis had been made and sur- 
gical measures instituted two or three weeks earlier, a normal 
live baby might have been delivered in this case as in the sec- 
ond case. 


Case 2.—S. S., a Negro primigravida, 34, was admitted to 
Decatur General Hospital on March 16, 1950. She was sent to the 
hospital by the family physician because of continued unpro- 
ductive labor pains of two weeks’ duration and a fetus in trans- 
verse position. The history gave the last menstrual period as 
June 16, 1949. There were no noticeable complications or symp- 
toms during the pregnancy according to the patient. Examination 
revealed a term pregnancy, fetus in transverse position, and 
normal fetal heart tones. The baby was apparently large and was 
carried high. The patient had a somewhat narrow pelvis. On 
the basis of these observations and the unproductive labor 
(“false labor” usually described in these cases), cesarean section 
was decided on. On examination prior to surgery, we made the 
same mistake as Billington and Goodchild,® in interpreting the 
normal uterus as an associated fibroid of the lower segment of 
the pregnant uterus. With the patient under spinal anesthesia, 
on March 17, 1950, we began what was intended to be a 
cesarean section; however, on opening the peritoneum, we saw 
the sac and fluid. We first wondered, like Bowesman,’ if “the 
‘fibroid’ was undergoing degeneration.” On closer inspection and 
further dissection fetal parts were seen through the membranes, 
and these then being opened, a live, normal, full-term, 5 Ib. 
2 oz. (2,324:66 gm.) infant was delivered. The placenta in this 
case also was dissected with care away from the broad ligament, 
in its entirety, and hemostasis was obtained by continued pres- 
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sure of the assistant’s hand over the newly denuded area during 
the slow deliberate dissection. The placental mass was also at- 
tached to the posterior uterus, left ovary, and tube and small sites 
on the small bowel and its mesentery. It was necessary to re- 
move the left tube and ovary en bloc with the placenta. After 
removal of the placenta the wound was closed without drainage. 
The patient was given two transfusions, and both baby and 
mother were discharged from the hospital, on March 27, 1950, 
fully recovered. The baby was normal in every respect, and, at 
the time of the writing of this paper, was still living and healthy. 


COMMENT 

Beacham * states that a fetus in transverse position in 
a primigravida should be indicative of an abdominal 
pregnancy until proved otherwise. Therefore, we prob- 
ably should have known the type of this case before 
surgery. However, these cases are so rare that, as pointed 
out in nearly all reports of cases, it is usual that diagnosis 
is made most accurately during surgery. We cannot speak 
with authority on the question of removal of the placenta; 
however, if it can be done readily, this would seem 
advisable. The use of continued pressure over the de- 
nuded areas, with hot packs under the assistant’s hand, 
is credited with much of the success in our control of 
hemorrhage in the second case. Because this is a rare 
and dangerous condition, we are grateful for our success 
in both cases. The two cases parallel each other closely, 
and if the first patient had been admitted to the hospital 
earlier, we might have been able to have reported two 
full-term abdominal pregnancies, with two live normal 
babies, and living mothers. In the second patient there 
was no history to indicate tubal abortion or rupture, but 
because of the location of the placenta, we have assumed 
that it is, as the first case, secondary in type. 


SUMMARY 

The literature is superficially reviewed for the number 
of full-term abdominal pregnancies and subsequent nor- 
mal live babies born by celiotomy. Two cases of full-term 
abdominal cyesis are described, both with normal 
fetuses, one post-term and dead, the other alive. Both 
placentas were removed during surgery, and both 
mothers recovered. 


705 Sixth Ave. East. 


Immunity in Leprosy and Tuberculosis.—BCG administered 
orally in repeated doses seems to be effective in turning the 
results of the tuberculin and lepromin tests to positive in patients 
who previously had been negative to both tests. Souza Campos 
and associates recommended repeated BCG oral vaccinations for 
all children of leprous parents during the first days of life as a 
prophylactic measure, and they suggest that the positive Mitsuda 
reaction brought about by the oral administration of BCG may 
be connected with the immunity process of tuberculosis and 
independent of the process of hypersensitivity. 

The practical conclusion that we may draw from these inter- 
esting studies is that we are facing the possibility of mass im- 
munization of children against leprosy in those countries highly 
affected by this disease, and that, although this immunity may 
not be absolute, the type of leprosy which might develop among 
some of these children would be of the tuberculoid type, i. e., 
of benign, practically noninfectious character. This may result 
in time in a great reduction of the incidence of leprosy and its 
eventual eradication.—V. Pardo-Castello, M.D., Cross Immunity 
in Leprosy and Tuberculosis, /nternational Journal of Leprosy, 
April-June, 1951. 


J.A.M.A., Dec. 1, 1951 
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EMERGENCY MEDICAL CARE OF DIABETICS 
IN CIVILIAN DEFENSE 


The American Diabetes Association has been con- 
sidering since August, 1950, the problem of emergency 
medical care for diabetics in case of disaster. On Dec. 4, 
1950, the Committee on Emergency Medical Care was 
formed, and since then its activities have been given top 
priority by the association. The need for adequate meas- 
ures to provide for the health and welfare of the one 
million known (and estimated one million unknown) dia- 
betics in this country as part of the national security pro- 
gram is recognized by the association. Approximately 
70% (700,000) of the diabetics in the United States 
take insulin daily. Many of them would die in a short time 
if insulin were not available. The need for prompt and 
effective treatment of casualties among this group would 
become particularly critical in event of a major catastro- 
phe, since they would be utterly dependent on a continu- 
ing and possibly increased supply of insulin to protect 
them from acidosis, coma, and certain death. Provision 
for adequate care of diabetics should be a definite factor 
in any emergency mobilization activity.. All medical, sur- 
gical, and pediatric conditions presenting dietetic and nu- 
tritional problems among the diabetic casualties and 
evacuees should be foreseen, as well as the general prob- 
lems precipitated by national emergency conditions. 


Diabetics can also play as important a role in total 
emergency mobilization as nondiabetics. Although, gen- 
erally speaking, they are not eligible for military serv- 
ice, they are employable and form an integral part of the 
total manpower reserve. Furthermore, they have a facility 
in the use of hypodermic medication which makes them 
invaluable in caring for other diabetics and as auxiliary 
nursing aids. Maintenance of their health and morale is, 
consequently, a vital necessity. Their morale and that of 
their families will best be sustained if adequate measures e 
are taken for their protection. The committee’s primary 
responsibilities in approximate order of importance have 
therefore been to study and plan along these lines: Insu- 
lin storage, supply, and distribution in both target and 
nontarget areas; medical treatment of diabetics in any 
major emergency; nutrition for the diabetic population; 
and dissemination of information concerning care of dia- 
betics in emergencies. 
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Present plans involve maintenance of close liaison with 
the ultimate government authority in civil defense. Two 
conferences have been held in Washington with govern- 
mental agencies, including the United States Public 
Health Service, Federal Security Agency, National Se- 
curity Resources Board, Federal Civil Defense Adminis- 
tration, and others interested in the problem. The asso- 
ciation is keeping in close touch with these agencies and 
is also working with the Council on National Emergency 
Service of the American Medical Association and the 
National Health Council. Present activities include plan- 
ning with the federal government to assure adequate pro- 
duction of insulin and methods of distribution, including 
adequate dispersal and protection of the present insulin 
inventory; establishment of temporary production lines 
in the event of destruction of equipment; and consider- 
ation of means of providing for a continuing and ade- 
quate flow of cattle pancreas glands. The Subcommittees 
on Nutrition and Treatment are gathering data for in- 
corporation into the total defense program. These studies 
encompass types of insulin, nutrition, simple methods of 
urine and blood sugar testing, treatment of burns, syn- 
thetic plasma substitutes, management of hospitalized 
diabetics, training of personnel, and other problems. 

Plans for the future call for full activation of the pro- 
gram in all its details and any other items which later may 
be considered advisable, utilizing any and all authorita- 
tive channels and sources. 


INSULIN SUPPLIES 

With the cooperation of the insulin manufacturers of 
the United States and Canada, data have been assembled 
concerning the present inventories of insulin, their dis- 
tribution and storage, and the prospects for maintaining 
supplies in event of wartime disaster. Many of these facts 
have been given to Dr. Best in confidence and are not 
available for release at this time. The present inventories 
of insulin in this country are at an all-time high level, 
which would be sufficient to meet anticipated needs for 
at least two years. The industry has long been cognizant 
of the problem and has independently taken steps to pro- 
tect bulk stores of insulin and to activate emergency 
manufacturing lines if present facilities are destroyed. 


Methods of distribution in the pharmaceutical industry 
are well adapted to meeting the needs of a temporarily 
isolated segment of population, since hundreds of well- 
stocked wholesale and branch distributing outlets are 
maintained throughout the United States. Each of these 
normally serves as a nearby storage point for emergency 
needs and is so organized that its individual stockpile of 
insulin preparations is properly stored and does not be- 
come outdated. A conservative estimate is that these out- 
lets maintain a 30 to 60-day supply for each area. Fur- 
thermore, the retail pharmacies of the country provide 
additional storage for another 15 to 30 days in advance 
of current needs. To this backlog must be added another 
30-day supply actually in the hands of the diabetic popu- 
lation. Thus normally enough insulin appears to be 
widely disseminated at local levels to provide for 60 to 
90 days at current rates of usage. The logistics of moving 
these supplies into disaster areas and augmenting the 
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supplies from larger storage points obviously becomes the 
responsibility of the over-all civilian defense program. 


Owing to the nature of insulin preparations and the 
legal standards which have been set up for their storage, 
stockpiling of insulin in the usual sense does not appear 
practical at the present time. Stocks of insulin must be 
kept constantly refrigerated, above freezing and below © 
59 F. They must be moved at sufficiently close intervals 
into the market to prevent loss on account of expiration 
of legal storage periods or deterioration. The industry it- 
self is thus in the best position to meet the responsibility 
of providing adequate supplies and has given every as- 
surance of complete cooperation in this respect. Means 
for transferring supplies from area to area should there- 
fore be immediately incorporated into the over-all civil 
defense program. 


Example of a Possible Casualty Picture in Event 
of Atomic Bombing* 


General 
Population Diabetics ¢ 
Injured, needing hospitalization........... 80,000 1,600 
Minor Injuries, needing outpatient care... 30,000, 


* These figures are based on estimates of results of a bombing involving 
an area of 12 to 20 square miles and a total population of 150,000 to 
200,000 people (population density approximately 13,000 per square mile). 
The central area in a radius 2 to 2% miles would be an area of complete 
destruction. 

t Such factors as distribution of the diabetic population and degree of 
diabetic impairment raise a question as to the value of these estimates. 

? One-half might find food and shelter among relatives and friends and 
many would be rapidly evacuated to other parts of the state. 


TREATMENT OF DIABETICS IN DISASTER AREA 


It is believed that 1% of the population are diabetics 
and that another 1% are undiagnosed diabetics not here- 
tofore under medical care. Diabetes becomes more severe 
in the presence of an injury, shock, burn or infection. It 
is assumed, therefore, that roughly 2% of the casualties 
would be diabetics, 1% known and 1% unknown. The 
totals are shown in the accompanying table and repre- 
sent the maximum number. It is also apparent that many 
of the diabetic casualties who did not require insulin 
previously would need it then, as a result of their injuries 
or of shock. Identification of these cases would be 
difficult, and on this account the recommendation has 
been made to government authorities that any program 
of “tagging” the population with blood groupings and 
other information for medical treatment include a desig- 
nation for the known cases of diabetes. Experience dur- 
ing World War II indicated that attempts to tag diabetics 
as such are not widely acceptable and are doomed to 
failure. 

In addition to the dead and the living casualties, there 
would be displaced persons who, although uninjured, 
would be homeless, their dwellings being uninhabitable. 
An estimation of the numbers of these people who would 
need the care of local authorities is difficult. A residue 
of perhaps one-half or one-third of the total displacea 
persons would need housing and feeding—approximately 
20,000 to 30,000 persons. 
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PREDISASTER TRAINING OF DIABETICS 

The urgency for the immediate education and training 
of civilians in preparation for a possible attack is ad- 
mitted by all familiar with the problem. The American 
Diabetes Association, its affiliate associations, and 
state and county medical societies all should be deeply 
concerned with an educational program for diabetics. 
The information should be in simple form which could 
be printed as a handbill. The following example is sug- 
gested. 


THE DIABETIC AND THE ATOMIC BOMB 

Read the government's small pamphlet called “Sur- 
vival Under Atomic Attack.” Get it from your civil 
defense organization. Read it! 

Carry your identification (diabetic) card with you at 
all times, if you have one. If not, civil defense authori- 
ties may supply one. 

WHERE TO GO 

In the event of an atomic bomb attack on your city, 
the chance of you and your home escaping injury is 
very good. If, however, you are within the destructive 
range of the bomb, you could either be injured or un- 
injured, but your home would probably be partially or 
entirely destroyed. If you are injured, you will be cared 
for, and your diabetic condition will have attention— 
rest assured of that. If you are homeless and you have 
friends who will care for you, you need not worry. 

PREPARE TO TAKE CARE OF YOURSELF 
completely if you are uninjured. Your family and 
friends should be taught enough about diabetes to take 
care of you in an emergency. 

INSULIN 

EVERY DIABETIC should know how to take in- 
sulin. There is plenty of insulin. EVERY DIABETIC 
TAKING INSULIN should have his usual ONE extra 
bottle in addition to current needs, and one EXTRA 
insulin syringe with two needles. This is because insulin 
is your best friend and with it you have the best insur- 
ance there is. Always use your oldest bottle first. Regu- 
lar insulin is superior to the other forms for emergency 
purposes. Carry a little case with your insulin syringe 
if you have one. If an emergency arises and you must 
change from long-acting insulin (protamine zinc in- 
sulin, globin insulin, or NPH insulin) to regular insulin, 
take 2 doses of the regular, the morning dose equalling 
% of the number of units of your usual dose of the 
long-acting insulin, and the evening dose, 34 of the 
units. If you have no food, reduce your dose to 4% or 
va those amounts to avoid reactions. Test your urine. 
Keep to your diet as nearly as possible in all circum- 
stances. It is better to eat too little than too much. Here 
is a simple emergency diet one can get under most any 


circumstances:— 
EMERGENCY DIET 


Breakfast Noon & Night 
Bread, 2 or 3 slices Meat or cheese sandwich 
Butter or margarine or 
Coffee and canned milk Bread and butter alone, 
or 3 slices, 
In place of bread, a cereal or 


Meat and potatoes with 
such vegetables as are 
available (stew) 


You can get along on this simple fare for several days 
if necessary. 
In addition to the known cases of diabetes, potential 
diabetics may become frank clinical cases, and formerly 


and a can of milk 
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mild cases controlled with diet alone may, on account of 
injury, burns, or shock, require insulin for management 
and prevention of coma. About two-thirds of the diabetic 
population requiring insulin use protamine zinc insulin or 
some other long-acting preparation, and one-third use 
regular or crystalline insulin. Both types will be available 
so the usual regimen can be continued without reeduca- 
tion. 
CASUALTIES 

Probably one-half to two-thirds of the casualties would 
go to temporary or emergency hospitals, located in any 
available building, for later evacuation. Most injuries 
would result from mechanical causes, fire, or radioac- 
tivity. Regular insulin should be used in most instances, 
either alone or supplementary to protamine zinc insulin 
or other available long-acting insulin. For routine guid- 
ance, the urine test would have to suffice. Benedict’s 
solution is stable enough to permit stockpiling, and in 
addition supplies of syringes and needles should be 
stockpiled. For a readily available source of heat, canned 
heat or hexamine tablets should be available. The short- 
age of blood and plasma would probably be acute; with- 
out blood and plasma and facilities, supplies, and skills 
for intravenous therapy, recourse could be had to oral 
administration of tolerated quantities of salt (1 level tea- 
spoonful), soda (2 teaspoonful), and water (1 qt.) as 
first-aid treatment of burns. 


Under these circumstances the time-honored rule of 
thumb for emergency insulin dosage should be helpful, 
if carried out every 4 hours in conjunction with the Bene- 
dict test. The doses indicated by results of the Benedict 
test are as follows: negative (blue), no insulin; 1+ 
(green), 5 units insulin; 2-++ (yellow), 10 units insulin; 
3-+- (brown or orange), 15 units insulin; and 4+- (red), 
20 units insulin. These amounts indicate the approximate 
dosage of insulin necessary to control glycosuria. As soon 
as possible this dosage should be administered prior to 
each meal and thereafter be suitably adjusted so as to 
result in sugar-free urine specimens approximately three 
hours after each meal. The likelihood of improvement in 
carbohydrate tolerance after contro! of glycosuria and re- 
covery from injury should be kept in mind. Insulin re- 
actions should be carefully looked for, and when they 
occur, an appropriate readjustment of the dose should be 
made. It is assumed by the committee that provisions for 
the treatment of the injured would be made by civil de- 
fense organizations and that intravenous fluids, blood, 
and surgical supplies would be provided. 


EVACUEES 


All doctors would be busy with the seriously wounded, 
and obviously there will be no opportunity for medical 
supervision of dietary problems. Dietitians and their aids 
must be trained to be familiar with these problems and 
how to deal with them. The diabetic should have some 
idea as to where to go and should try to exert some choice 
in the food he eats. After deducting those who would find 
homes or be evacuated by civil defense authorities to 
other cities, a residue would remain who would have to be 
housed and fed. In emergency shelters, dietitian aids 
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could assist the diabetics in their choice of food and in the 
testing of their urine. Furthermore, those who have no 
syringes should report to civil defense health services for 
assistance. If dietitian aids are available, the plan for 
caring for diabetics and other evacuees needing dietetic 
help could be made very flexible. 


DIABETIC DIETS IN WARTIME 
Administrative Problems.—Thousands of injured peo- 
ple would be too sick to feed themselves. In fact, it has 
been demonstrated many times that to maintain the pa- 
tient, the most important factor is to have someone to 
see to it that he eats what is presented to him. In the case 
of a diabetic this is doubly important. We propose, there- 
fore, that civilian dietitian aids be trained (1) to serve 
food, and to feed the patient when necessary, and (2) to 
test the urine and under supervision to give insulin. 

Civilian defense training programs should take ad- 
vantage of the skills of graduate dietitians, an intelligent 
group which has had a great deal of training in admini- 
stration of diets. Furthermore, many of them have had 
duties requiring teaching experience. Graduate dietitians 
should then be given a short course prepared by the direc- 
tor of nutrition and his aids, the latter to be physicians 
with practical experience in the administration of diets. 
The dietitians should be trained particularly in handling 
the problems of the hospital patient. 

Civil defense organizations should also recruit young 
women of at least high school education who are inter- 
ested in dietetics. Dietitian instructors from the local 
association of dietitians, selected by the director of nu- 
trition, should conduct classes for dietitian aids. They 
should be taught (1) how to serve sick people and per- 
suade them to eat; (2) the principles underlying the diets 
which have been planned; and (3) how to examine urine 
and how to administer insulin to diabetics. 

The Nutritional Value of Diabetic Diets —The dia- 
betic diets used in this country can be classified into three 
types. The first type is used by the great majority of phy- 
sicians. It may be called the “moderate” diabetic diet be- 
cause in the use of both fat and carbohydrate, the term 
“moderate” is applicable. Protein, 1 gm. per kilogram, 
and carbohy ° ate, 120 to 250 gm., are used. Fat makes 
up 40% to 55% of the calories. The only change in 
this diet from the normal is that fat in the normal diet 
usually amounts to 35% of the calories, and carbohy- 
drate 50%. These figures are reversed in the diabetic diet. 
The quantity of protein in such diets meets all require- 
ments. Calcium is largely supplied by a pint of milk; the 
vitamins should be supplied in more than sufficient 
quantities. Actually, the shift from carbohydrate to fat 
calories in the amounts represented by these diets does 
not raise any nutritional problems. 

The second type of diet most commonly used is the 
high carbohydrate—low fat type. In this diet fats make 
up 20 to 25% of the calories and carbohydrate 60%. 
Thus in diets containing between 1,600 and 2,400 cal- 
ories, the carbohydrate intake amounts to 240 to 380 gm. 
per day. It is important to use the limited amount of fat 
to the greatest advantage nutritionally. Probably it is best 
to supply the fat in the form of eggs and whole milk. 
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Then fat meats, cheese (except cottage cheese), and 
butter can be used only in very small amounts. Vitamin 
A will be largely in the form of carotene. 

The third type is indistinguishable from the normal 
diet and is called the unrestricted type of diabetic diet. 


Nutritionally, diabetic diets should be adequate. 
Whether they are or not depends on whether the rules 
for good nutrition are followed. These rules are really 
no more and no less important to the diabetic than they 
are to the nondiabetic. | 


WARTIME FOOD RESTRICTIONS AND THE 
DIABETIC DIET 


At this time, one can do little more than anticipate the 
restrictions that may occur. The experiences of the last 
war provide the basis for this short discussion. Three 
subjects are pertinent. 1. The added stimulus that war- 
time diets exert on the overweight patient to undertake 
reduction. 2. Important modifications of the diabetic diet 
that might be necessary in the event of food shortages 
and food rationing. 3. Special food allowances, if any, 
for the diabetic in the event of rationing. 

Obesity.—Since so many diabetics, particularly those 
past 50, are overweight, the question arises as to whether 
the dietary restrictions caused by war do not make it 
important for the physician to urge more strenuously than 
ever that the overweight diabetic reduce. This is particu- 
larly important inasmuch as many of the restrictions to 
be expected tend to reduce the amount of available non- 
carbohydrate foods and increase the proportion of carbo- 
hydrate foods. The best solution here would seem to be a 
reduction in the amount of food eaten. All thoughtful 
physicians agree that a slow reduction of weight to a level 
corresponding to the Metropolitan Life Insurance Com- 
pany’s table is a great aid to the health of the diabetic. 
However, one must keep in mind that the diabetic is a 
working member of society and that his ability to work 
should have first consideration. Therefore, the physician 
must bear the responsibility of dealing with the question 
of reducing in the individual case. Even if this is true, the 
general statement that reduction of weight improves the 
health of the diabetic and increases his productivity seems 
justified. 

Fat Shortages.—The majority of physicians in this 
country use the moderate type of diet outlined above, 
with 40 to 55% of the calories derived from fat. It is 
important to decide whether this amount can and should 
be reduced. The diets during wartime include a larger 
number of calories from carbohydrate. In other words, it 
must be decided whether it is wise to change the diets 
used by the majority of physicians and urge them to 
adopt the lower fat and higher carbohydrate type. This 
policy seems unwise even if there should be considerable 
fat shortage, because it would make for confusion on the 
part of both doctor and patient. The diets which have the 
approval of the majority of physicians should be main- 
tained. In the event of rationing and scarcity of fat, the 
physicians should nevertheless have the privilege of pre- 
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scribing it in diabetic diets to the extent of 35% of the 
calories. 

Rationing and Diabetic Diets —During World War II 
fats, meats, sugar and canned goods were rationed. 
Should the diabetic be allowed extra ration points in 
these categories? 

Meats: Because the usual diabetic diet does not con- 
tain as much cereal, breadstuffs, beans, and potato as the 
nondiabetic diet, the patient obtains more protein from 
meats. The sources of protein in the diabetic diets are 
meats, milk products, and breadstuffs in that order. But 
since we classify fish as meat and since it is not usually 
rationed, the diabetic often can get his protein from fish. 
Cheese, eggs and milk, if they are available and unra- 
tioned, are also excellent meat substitutes. Under nor- 
mal conditions, it is true, the diabetic does eat more pro- 
tein in the form of beef and pork than the nondiabetic; 
the result is that meat rationing is somewhat harder on 
the diabetic than on the nondiabetic. 

Fats: Extra fat points are justifiable if the diabetic is 
not obese, or the total of basal and work calories is above 
2,000. More specific statements can be made only if 
rationing is instituted. 

Canned Goods: Water-packed fruits probably would 
not be available in wartime. Diabetics should be made 
aware of the desirability of home canning of both fruits 
and vegetables. In the light of probable wartime restric- 
tions of enriched cereals, diabetics should be allowed 
more canned vegetables than nondiabetics. 


DISSEMINATION OF INFORMATION 

It is evident that the special requirements of our dia- 
betic population of one million persons must be inte- 
grated into the civil defense program as a whole if this 
large segment is to be protected and maintained in its 
normal state of productivity in the national effort. The 
government services have already demonstrated their 
awareness of the problem, as have the National Health 
Council and the Council on National Emergency Medical 
Service of the American Medical Association. Our pur- 
pose here is not to discuss the logistics of procuring and 
distributing food and insulin to the thousands of potential 
diabetic casualties, but to point out their special needs 
so that measures for their care can be formulated and 
incorporated into the civil defense plans—federal, state, 
and local. 
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The Patient’s Response.—In the words of Hippocrates, “the pa- 
tient must cooperate with the physician in combating the dis- 
ease.” With advances in medicine are we passing away from 
this simple truth? Are we becoming more and more imbued 
with those specific cures and treatments which we shoot at dis- 
ease like so many magic bullets? Do we not sometimes forget 
that these cures still demand a response from the patient which 
it is our duty to explain to him and to demand? Disease can 
never be dissociated from the individual. In much of medicine 
there is no specific cure, but there are ways and conditions of 
life which affect the basic issues of health and immunity. Their 
ordering is a prescription just as truly as anything written on 
a form, and it is a prescription to which you as wise doctors 
will often resort—Charles Cameron, M.D., The Physician and 
His Art, Lancet, Aug. 25, 1951. 


J.A.M.A., Dec. 1, 1951 
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This is the fifth in a series of publications of the Bureau of 
Medical Economic Research on personal consumer expenditures 
for medical care in relation to expenditures for other items in the 
consumer's budget.» These publications are based on the data 
published yearly by the National Income Division of the Office 
of Business Economics, United States Department of Commerce, 
in the Survey of Current Business. They contain data for the 
years 1929-1949. The most recent data compiled by the Depart- 
ment of Commerce is presented in National Income and Product 
of the United States, 1929-1950: 1951 Supplement to the Survey 
of Current Business. This edition contains, in addition to the 
previously published material, data for the year 1950 and revised 
data for 1948 and 1949. Since the Bureau of Medical Economic 
Research has already presented yearly data for the period 1929 
through 1949, the present bulletin will contain data for 1930, 
1935-1939, 1940, 1945, and 1950, and the revised data for 1948 
and 1949. 

PERSONAL CONSUMER EXPENDITURES 

How great is the demand for medical care in the United States? 
Medical care is such a vital service that one is tempted to say, 
“There is no measure of the demand for medical care.” While 
the need for medical service may be incalculable—as indeed is 
the need for most goods and services—medical service is an 
economic good and as such has a demand which can be meas- 
ured. If medical care were available in unlimited quantities as, 
for example, air is, it would be a free and not an economic good. 
It would have no price, just as air has no price. The supply of 
medical care, however, is not unlimited. It requires the services 
of people who have livings to earn and requires facilities which 
must be purchased and maintained; and the amount and quality 
of these personnel and facilities depend to a large degree on the 
amount of money people are willing to spend for them. Whether 
the bill is paid by individual consumers, by insurance companies, 
by government agencies, or by physicians giving “free” services, 
it must be paid. A complete measure of the demand for medical 
care would require a vast amount of information on what would 
be spent if medical care prices were different in addition to data 
showing the amounts that are being currently spent for medical 
care at current prices. In this limited sense, the amount spent by 
consumers for medical care is the measure of their demand for 
medical care—the “market” demand. Since consumer demand 
represents the greatest portion of the total demand for medical 
services, the market demand for medical care is largely reflected 
in the amounts of personal consumer expenditures for medical 
care; these exclude expenditures by agencies of local, state, and 
federal government.? According to Department of Commerce 
estimates, Americans spent $8.5 billion on medical care in 1950 
(Table 1 and Chart 1). At the same time the expenditures for all 
goods and services were $193.6 billion. Thus expenditures for 
medical care in 1950 constituted 4.4% of the total amount spent 


Janice Oberman and Ruth Janulis, research assistants in the Bureau of 
Medical Economic Research, assisted in the preparation of this study. 

This article with two additional charts and six additional tables has 
been preprinted as Bulletin 87 of the Bureau of Medical Economic Re- 
search. A copy will be sent on request to the Bureau, 535 N. Dearborn 
St., Chicago 10. 

1. The four previous publications are Bulletin 60, Is Medical Care Ex- 
pensive? (Sept.) 1947; Bulletin 66, The Cost and Quantity of Medical Care 
in the United States (Sept.) 1948; Bulletin 72, 1949 Supplement to Bulletin 
66: The Cost and Quantity of Medical Care in the United States (Dec.) 
1949; and Miscellaneous Publication M-37, Latest Data on Personal Con- 
sumer Expenditures in the United States (Aug.) 1950. 
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on all goods and services in the consumer's budget; that is, the 
American people spent roughly 96% of their budgets for items 
other than medical care (Table 2). In 1930, expenditures for 
medical care were $2.9 billion while total consumer expenditures 
were $70.8 billion; medical care expenditures equaled 4.1% of 
total consumer expenditures. In 1935-1939, the period commonly 
used as a base for the purpose of statistical comparisons, aver- 
age annual expenditures for medical care were $2.6 billion and 
total consumer expenditures, $63.6 billion; medical expendi- 
tures were 4.2% of total consumer expenditures. As a matter 
of fact, for every year since consumer expenditure data were 
first compiled, the proportion of the consumer's budget spent 
for medical care has fluctuated narrowly around 4%. The rise 
from 4.2% to 4.4% between 1945 and 1950 largely reflects war- 
time conditions in 1945, the tremendous increase in the number 
of births in the postwar years, the rapid rise in hospital room 
rates, and the increased use of hospitals. 

Of the $8.5 billion spent by consumers on medical care in 1950, 
$2.4 billion was spent for physicians’ services, $2.0 billion for 
hospitals, $1.4 billion for drugs and sundries, $1.0 billion for 
dentists’ services, and $1.7 billion for “all other medical care.” 
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Chart 1.—Selected consumer expenditures in the United States, 1930- 
1950 (Table 1). 


If the total amount of the expenditures for medical care in 1950 
is set equal to one dollar, “the medical care dollar,” 28.1 cents 
was spent for physicians’ services, 23.1 cents for hospitals, 17.2 
cents for drugs and sundries, 11.7 cents for dentists’ services, 
and 19.9 cents for “all other medical care” (Table 3 and Chart 
2). This compares with 31.8 cents spent for physicians’ services 
in 1930, 13.9 cents for hospitals, 19.5 cents for drugs and 
sundries, 15.9 cents for dentists’ services, and 18.9 cents for 
“all other medical care.” Thus, over the 20-year-period, the 
physicians’ average share of the medical care dollar fell 12%, 
the hospitals’ share rose 66%, and the dentists’ share fell 26%; 
the portion spent on drugs and sundries dropped 12% and the 
portion on “all other medical care” rose 5%. If the base period 
1935-1939 is taken as a point of reference, the trend is found to 
be generally the same. The physicians’ share of the medical care 
dollar fell 10%, the hospitals’ share rose 37%, the dentists’ share 
fell 10%, the portion for drugs and sundries fell 17%, and the 
portion for “all other medical care” rose 9%.° Thus, within the 
medical care group, the portions spent on physicians, dentists, and 
drugs and sundries have shown a continuous decline, while the 
portion spent on hospitals has been increasing. 
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Another view of the changes in consumer expenditure patterns 
is presented in the index numbers (1935-1939=100) in Table 5. 
The index for total consumer expenditures was 305 in 1950, for 
medical care 320, for physicians’ services 289, for hospitals 436, 
for drugs and sundries 266, for dentists’ services 287, and for “all 
other medical care” 348. While the amounts in billions of dollars 
spent for each of these medical care items have increased, total 
consumer expenditures have increased so rapidly that the percent- 
age of total consumer expenditures spent for these medical care 
items has actually decreased except for hospitals and some of 
the minor items included in “all other medical care.” The fact 
that the amount spent for medical care (320) has risen more 
rapitily than the amount spent for total consumer expenditures 
(305) is, therefore, due to the extremely sharp rise in the amount 
spent on hospitals and, to a much smaller extent, on the consid- 
erable increase in the amount spent on “all other medical care.” 

How does the demand for medical care compare with the 
demand for other items in the consumer's budget? The Depart- 
ment of Commerce divides its estimates of personal consumer 
expenditures into 12 broad groups. Among these, the largest 
expenditures were for food and tobacco, equaling 33.8% of total 
consumer expenditures in 1950. The other groups for which 
expenditures were large were clothing, accessories, and jewelry, 
constituting 11.8% of the consumer’s budget, housing 10.3%, 
household operation 13.7%, and transportation 11.7%. The 
lowest expenditures were for private education and research, or 
0.9% of total consumer expenditures. Medical care and death 
expenses constituted 4.9% of the consumer’s budget.* 


2. Personal consumer expenditures as defined in the Department of 
Commerce estimates include expenditures made by the American people as 
individuals, but not as taxpayers; that is, these estimates do not cover 
expenditures made by government. The Department of Commerce personal 
consumer expenditure series covers 206 items (counting subgroups) which 
are classified into 12 main groups. The sixth of these groups, “‘medical 
care and death expenses,” includes physicians’ services, hospitals, drugs 
and sundries, dentists’ services, 11 relatively minor medical care items 
referred to herein as “all other medical care,” and three death expense 
items which will be largely eliminated from this analysis. 

The Department of Commerce’s estimates for hospitals are based on the 
operating expenses of nonprofit hospitals and include payments by patients 
(or insurers) only in the case of proprietary hospitals. Expenditures for 
physicians’ and dentists’ services are estimated from the gross receipts 
which practitioners in independent private practice derive from individuals; 
the totals for these items do not include such items as payments to prac- 
titioners in government hospitals or payments by insurance companies and 
by businesses paying on a fee basis. Consumer expenditures for x-ray and 
general laboratory services are included in the amounts for hospitals when 
rendered by hospital laboratories and in the amounts for physicians’ 
services when rendered by private laboratories. 

The computation of the amounts for services of physicians and dentists 
involves three factors: the number of physicians and dentists in inde- 
pendent professional practice, the average gross income from professional 
Practice and the percentage of gross income derived from personal con- 
sumer expenditures as distinguished from receipts such as those for services 
rendered to agencies of government. The Bureau of the Census has not 
yet made available the results of its 1950 count of physicians and dentists 
in independent practice; nor has the analysis of the returns from the 
physicians’ income survey developed this percentage for 1949. The esti- 
mates of personal consumer expenditures for the services of physicians 
and dentists in recent years will, therefore, be revised by the Department 
of Commerce when these enumerations are made available and when the 
analysis of the returns in the physicians’ incomes survey has been com- 
pleted. The recent surveys of the incomes of the members of these two 
professions conducted by the Department of Commerce with the coopera- 
tion of the American Medical Association and of the American Dental 
Association have established excellent statistical information on average 
gross (and net) incomes. (See: Dickinson, F. G., and Bradley, C. E.: Sur- 
vey of Physicians’ Incomes, J. A. M. A. 146: 1249 [July 28] 1951, 
reprinted as Bulletin 84, Bureau of Medical Economic Research, American 
Medical Association, 1951. This bulletin summarizes and interprets data 
presented in: Weinfeid, W., Income of Physicians, Survey of Current 
Business, Bureau of Foreign and Domestic Commerce, U. S. Department 
of Commerce 31:9 [July] 1951). 

3. This broad category includes 11 items for which expenditures are 
relatively small. As Table 4 shows, the proportions of the medical care 
dollar allocated to most of these items have remained relatively constant 
since 1935-1939. The principal changes have occurred in the expenditures 
for the three items shown in rows 8, 12, and 14. Personal consumer ex- 
penditures for “private duty trained nurses” declined from 2.4% of total 
expenditures for medical care in the base period to 1.3% in 1950. The per- 
centage for “‘net payments to group hospitalization and health associations” 
increased from 0.2 to 1.7 and the percentage for “accident and health 
insurance—net payments” increased from 3.7 to 5.6. The sharp increase in 
these latter two items reflects the tremendous growth of voluntary health 
insurance. The expenditures described in these two rows refer to the over- 
head cost of operating these insurance plans; the amour!s shown are 
approximately the excess of the premiums received over the benefits paid. 
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Much more meaningful, however, are comparisons of medical 
care with certain individual items which bear some general 
resemblance to the medical care items in magnitude of expendi- 
ture and frequency of purchase. Of the $193.6 billion spent on all 
items in 1950, $8.1 billion, or 4.2% of the total, was spent for 
alcoholic beverages; $11.3 billion, or 5.8%, for recreation; $4.4 
billion, or 2.3%, for tobacco; $2.3 billion, or 1.2%, for personal 
care; and $1.5 billion, or 0.8%, for jewelry. Thus, in 1950 Ameri- 
cans spent about as much for alcohol as for all types and kinds 
of medical care. They spent over a third more for recreation. 
They spent as much for personal care and almost twice as much 
for tobacco as they did for physicians’ services, and they spent 
slightly more for jewelry than for drugs and sundries. The 
American people have chosen to spend their budgets if this 
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ability which consumers can draw upon as they wish. These 
accumulated savings in 1950 were very large even after allowing 
for inflated values and the universal failure to consider govern- 
ment bonds as a liability as well as an asset.® It is most unfor- 
tunate that so many discussions of ability to purchase medical 
care or other goods and services assume that current income is 
the sole measure of purchasing power. An expensive illness is 
among the rainy days for which people seek to make provision by 
saving. As a direct result of ignoring the existence of these 
accumulated savings—savings which some political leaders point 
to with great pride—some persons have concluded that the medi- 
cal and hospital bills not covered by prepayment insurance must 
be postpaid out of current income. This unrealistic approach to 
the question of ability to pay the costs of modern medical care 


manner. Each person deciding in his own way how he should deserves more attention than can be given in this article. 


TaBLe 1.—Selected Consumer Expenditures in the United States for Selected Years, 1930-1950 
Billions of Dollars 


Medical Care Total 

Total Physi- Drugs All Other Alecoholie (3) Consumer 

Medical cians’ Hos- and Dentists’ Medical Bever- Recrea- Personal through Expendi- 
Year Care Services pitals Sundries Services Care ages tion Tobaceo Care Jewelry (12) tures 
a) (2) (3) (4) (5) (6) (7) (8) (9) qo) ql) (12) (13) (14) 
20.9 $0.4 $0.6 $0.5 $0.6 $40 $1.5 $1.0 $0.6 $10.0 $ 7038 
1985-1989 (averae) 26 O8 0.5 0.5 03 0.5 2 31 16 0.9 0.3 119 63.6 
ee ahaaceddendnndiinsacs 3.1 09 05 06 04 0.6 36 3.7 19 11 05 13.9 721 
Peensacdecaasesaveedves 61 13 09 12 06 11 78 63 2.9 2.1 13 25.6 123.1 
WR tidccnacaceseswannes 75 2.1 1.6 14 09 15 8.2 10.0 41 2.2 15 33.5 177.9 
i bawsewetecsivusseben 7.9 2.3 1.7 14 0.9 16 79 10.3 43 2.2 14 34.0 180.2 
8.1 15 36.0 193.6 


and midwives, miscellaneous curative and healing professions, net 
payments to group hospitalization and health associations, 


The souree of the expenditure data in dollar amounts in this table 
and those which follow is National Income and Product of the United 


States, 1929-1950: 1951 Supplement to the Survey of Current Business, 
United States Department of Commerce, Bureau of Foreign and Domestic 
Commerce, 1951, Table 30, pp. 192-198. The data, which are given in 
millions of dollars in the source, have been rounded to tenths of billions 
of dollars In the tables. The percentage data were computed from the 
dollar amounts in millions. 

Brief deseriptions of most of the items, arranged by column numbers, 

are presented below: 

(2) Total Medical Care: Includes physicians’ services, hospitals, drug 
preparations and sundries, dentists’ services, and all other medical 
care items; rows 1-15 of Group VI (p. 194) in source. 

(4) Hospitals: Includes payments by patients to proprietary hos- 
pitals and sanitariums and operating expenses of nonprofit hos- 
pitals and sanitariums; row 11 of Group VI in source. 

(7) All Other Medical Care: Includes ophthalmic products and ortho- 

pedie appliances, osteopathic physicians, chiropractors, chiropo- 
dists and podiatrists, private duty trained nurses, practical nurses 


TaBLe 2.—Selected Consumer Expenditures as a Percentage of Total Consumer Expenditures, 1930-1950 


student fees for medical care, accident and health insurance—net 
payments, mutual accident and sick benefit associations—net pay- 
ments; rows 2, 5-10, 12-15 of Group VI in source. 

(8) Aleoholic Beverages: Includes distilled spirits, wine, and beer, 
packaged form and by the drink; footnote 1 in source. 

(9) Recreation: Ineludes admissions to specified spectator amuse- 
ments, pari-mutuel net receipts, nonvending coin machines— 
receipts minus payoff, specified commercial participant amuse- 
ments, informal recreation, flowers, seeds and potted plants, camp 
fees, clubs, commercial amusements; Group IX in source. 

0) Tobacco: Includes tobacco products and smoking supplies; row 5 
of Group I in source. 

(11) Personal Care: Ineludes toilet articles and preparations, barber 
shop services, beauty parlors, baths and masseurs; Group III 
in source. 

(2) Jewelry: Includes purchases of jewelry and watches, watch, clock, 

and jewelry repairs; rows 12-13 of Group II in source. 


Medical Care 


Total 


Total Al Columns 
Consumer Total Physi- Drugs Other (4) 

Expendi- Medical cians’ and Dentists’ Medical Alcoholic Reerea- Personal through 
Year tures Care Services Hospitals Sundries Services Care Beverages tion Tobaceo Care Jewelry (13) 
(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (il) (12) (13) (14) 

Wi cccccscsesesivscccves 100.0% 4.1% 1.3% 0.6% 0.3% 0.7% 0.8% eee 5.6% 2.1% 1.5% 0.8% 14.1% 
1085-1989 (averate)....... 100.0 4.2 13 0.7 09 05 08 5.0% 5.0 2.6 14 0.5 18.7 
PA cccas cocucencciscewes 100.0 4.3 1.3 0.7 0.9 0.6 0.8 51 5.2 2.6 15 0.6 19.3 
100.0 4.2 ll 08 0.9 0.5 09 6.3 51 2.4 1.7 11 20.8 
BOD, cacsccnstccacenssécse 100.0 4.2 12 09 0.8 0.5 0.38 4.6 5.6 2.3 13 08 18.8 
Pivcdccaseescaccececcss 100.0 44 13 10 08 0.5 09 44 5.7 24 1.2 0.8 18.8 


100.0 


spend his income has determined the market demand for every 
item. Americans spent only 4% of their money for medical care 
not because they did not have more to spend, but because they 
thought they could get what they wanted most by spending 96% 
of their money on items other than medical care—items including 
jewelry, alcoholic beverages, and tobacco. The consumer—the 
dictator in a free economy—has made his choice. In fact, “per- 
sonal savings” in 1950, the amount consumers had left over after 
spending $193.6 billion, was $10.7 billion! The personal savings 
of 1950 and those accumulated over the years constitute spending 


4. Death expenses (funeral and burial expenses, cemeteries and crema- 
tories, monuments and tombstones) accounted for $1.1 billion of consumer 
expenditures in 1950, or 0.6% of total consumers expenditures. In the base 
period they accounted for 0.8% of total consumer expenditures. 

5. See the discussion of this obscure point in Dickinson, F. G.: How 
Rich Are You? Bureau Bulletin 65 (Sept.) 1948. 


2.3 12 


: PRICES AND WAGES COMPARED 


While expenditures for medical care and expenditures for all 
goods and services in the consumer's budget increased at approxi- 
mately the same rate, medical prices lagged considerably behind 
prices in general. By 1950, the price of all goods and services, 
as measured by the U. S. Bureau of Labor Statistic’s Consumers’ 
Price Index ® was up 72% since 1935-1939; the price of medical 
care and drugs had risen only 48% (Chart 3). Physicians’ fees 
were up 40%, general practitioners’ fees 40%, and surgeons’ 
and specialists’ fees 41%. Of all the medical care items, hospital 
rates alone rose more rapidly than the price of all goods and 
services—up 135% in 1950. At the same time, however, that 
these medical care items underwent a relatively small increase 
in price, average weekly earnings mounted rapidly. According to 
the U. S. Bureau of Labor Statistics ’ average weekly earnings of 


44 1.2 1.0 0.7 0.5 09 4.2 58 08 18.6 
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production workers in manufacturing industries increased 165% 
between 1935-1939 and 1950. With medical care and drug prices 
rising only 48%, just 56% of a week's wages in 1950 was neces- 
sary to purchase the same amount of medical care as a whole 
week’s wages in 1935-1939 (Chart 4). Only 53% of a week’s 
wages in 1950 was necessary to purchase the same amount of 
physicians’ services as a whole week’s wages in the base period. 
For the same amount of general practitioners’ services or for the 
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Source: Survey of Current Business 1951, National Income Supplement. 


Chart 2.—The medical care dollar (Table 3). 


TaBLe 3.—Percentage Distribution of Expenditures for 
Medical Care in the United States, 1930-1950 
All 


Total Physi- Drugs Other 
Medical cians’ and Dentists’ Medical 
Year Care Services Hospitals Sundries Services Care 
a) (2) (3) (4) (5) (6) (7) 
31.8% 13.9% 19.5% 18.9% 
81.1 16.9 20.7 J 18.3 
29.7 17.1 20.8 ¥ 18.8 
26.1 17.9 22.7 2. 20.7 
28.6 21.2 18.8 2. 194 
28.8 21.9 17.8 id 19.7 
28.1 23.1 17.2 19.9 


1935-1939=100 
260 


Source: U. S. Bureau of Labor Statistics. 


Chart 3.—Indexes of prices of physicians’ fees, hospital rates, medical 
care and drugs, and the Consumers’ Price Index, 1940-1950. 


same amount of surgeons’ and specialists’ services a person would 
have to work only 53% as long in 1950 as in 1935-1939. The 
hospital services purchased with a week's wages in 1935-1939 
would require 89% of a week's wages in 1950. These percentages 
do not, of course, reflect any changes in the average amount of 
services or drugs or in the average length of hospital stay required 
for a given illness. 

How do these percentages compare with the percentages of a 
week’s wages necessary to purchase other items in the consumer’s 
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budget? For the same amount of food as could be purchased with 
a week's wages in 1935-1939, 77% of a week’s wages would be 
necessary in 1950; for the same amount of recreation, 62% ; per- 
sonal care, 67%; transportation, 61%; women’s housedresses, 
cotton, 103%; rent, 50% ; and for the same amounts of all goods 
and services, 65%. Since average weekly earnings rose so high 
in comparison to the Consumers’ Price Index, less than a week’s 
wages would be required to purchase most of these other items in 


Medical Care and Drugs 


Physicians Fees 


General Practitioners Fees 


Office Visit 


House Visit 


Obstetric Case 


Surgeons and Specialists Fees 


Appendectomy, adult 


Tonsillectomy, child 


Hospital Rates 


Womens Housedresses, cotton 


Mens Shoes, Street 


All Furniture 


% ot One-week’s Wages 95 100 


Source : Uv. 8. Bureau of Labor Statistics. 


Chart 4.—Percentage of one week's wages in 1950 required to purchase 
the amount of medical care and other items that could be purchased with 
one week’s wages in 1935-1939. 


the consumer’s budget. Except for rent, however, the percentages 
are greater than those for medical care. This is to be expected, 
since medical prices rose less rapidly than the prices of most items 
in the consumer's budget. 


6. The Consumers’ Price Index measures monthly the changes since 
1935-1939 in the prices of fixed quantities of goods and services normally 
purchased by moderate-income families in large cities. A more complete 
analysis of this Index and the indexes of medical care items is presented in 
Medical Care Prices and the Cost of Living, J. A. M. A. 147: 258 
(Sept. 15) 1951, reprinted as Bulletin 86, Bureau of Medical Economic 
Research, American Medical Association, 1951. 

7. Handbook of Labor Statistics, 1947 Edition, Bureau of Labor 
Statistics, U. S. Department of Labor, Buletin No. 916, Table C-1, p. 54; 
data for 1950 from Monthly Labor Review, Bureau of Labor Statistics, 
U. S. Department of Labor 73: 235 (Aug.) 1951. 
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QUANTITY 


The quantity of a given item purchased during a particular 
year can be obtained by dividing the year’s expenditures for that 


item by its avera rice. For example ee ee th 
y se Pp F ple, average price per loaf ~ e 


number of loaves purchased during the year. Similarly, a rough 
index of quantity for an item can be obtained by dividing the 
index of the expenditures for that item by the corresponding 
index of the price of that item. When this procedure is followed, 
it is found that the index of the quantity of medical care rose 
from 1.0 in 1935-1939 to 2.2 in 1950. This crude ratio or index 
indicates that the total amount of medical care delivered to the 
American people has more than doubled since the base period. 
Because of a 17% increase in population during these years, the 
increase in quantity per person was somewhat less, or 85%. 
Such indexes of quantity, however, have certain inherent limi- 
tations. Primary among these is the fact that consumer expendi- 
tures are estimated for the entire nation while the price indexes 
cover only moderate-income families in 34 large cities. Thus the 
purchases of consumers in upper and lower income groups and in 


TasBLe 4.—Eleven Items Composing “All Other Medical Care” Expenditures, 1935-1939, 1948, 1949, and 1950 
In Billions of Dollars and as a Percentage of Total Medical Care Expenditures 
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comings of the data for these computations, the increase in the 
per capita quantity in physicians’ services received was at least 
% to 

These indexes can also be used to give a rough indication of 
the increase in the amount of services delivered per physician. 
According to the latest available data, the increase in the number 
of physicians between 1935-1939 and 1950 was 22%. If the index 
of the quantity of physicians’ services is adjusted for this increase, 
it is found that the amount of services delivered per physician 
during these years increased about 7/10. A more conservative 
estimate would be an increase of 5/10. This undoubtedly demon- 
strates the increased capacity of the physician to care for patients 
made possible through the greatly expanded use of nurses and 
technical assistants, the introduction of wonder drugs, improved 
transportation, the increasing proportion of patients seen in 
the hospital and office, and other increases in technological 
efficiency. 

The quantity index for hospital services in 1950 was 1.9, for 
dentists’ services 1.9, and for drugs 2.1. Once again, the limita- 
tions of the data for this purpose should be considered. 


1935-1939 148 1949 1950 
Percentage Percentage Percentage Percentage 
Billions of Total’ Billions of Total Billions of Total Billions of Total 
o Medical of Medical of Medical of Medical 
Expenditure Item (By row number in source) Dollars Care Dollars Care Dollars Care Dollars Care 
ql) (2) (3) (4) (5) (6) (7) (8) (9) 
ALD, $0.483 18.3% $1.455 19.4% $1.554 19.7% $1.682 19.9% 
2. Ophthalmic products and orthopedic appliamces.................. 0.153 5.8 0.416 5.6 0.431 5.5 OAT7 5.6 
5. Osteopathic physicians. 0.036 14 0.109 14 0.113 14 0.119 14 
0.032 12 0.084 11 0.088 11 0.093 11 
7. Chiropodists and 0.015 0.6 0.040 0.5 0.042 0.5 0.044 0.5 
&. Private duty traimed DBUrses....ccccccesccccsccscccseccecescvcccccces 0.064 24 0.104 14 0.109 14 0.114 14 
9. Practical nurses and mMidWiVeS...........cccsecccccccneccscesscecces 0.045 1.7 0.096 13 0.098 12 0.111 13 
10. Miscellaneous curative and healing professions................+0++ 0.016 0.6 0.039 0.5 0.040 0.5 0.041 05 
12. Net payments to group hospitalization and health associations.. 0.005 0.2 0.106 14 0.134 17 0.145 1.7 
13. Student fees for medica] Care... 0.002 0.1 0.004 0.1 0.004 0.1 0.004 01 
14. Accident and health insurance—net pay ments.........6.-..0eeeeeee 0.097 3.7 0.402 54 0.438 5.6 0.477 5.6 
. Mutual accident and sick benefit associations—net payments..... 0.019 0.7 0.055 0.7 0.057 0.7 0.057 0.7 


TABLE 5.—Selected Consumer Expenditures, 1930-1950, as a Percentage of the 1935-1939 


Average 


Medical Care Total 
A Columns’ Total 
Total Physi- Drugs All Other Aleoholic (3) Consumer 
Medical cians’ Hos- and Dentists’ Medical Bever- Recrea- Personal through Expendi- 
Year Care Services pitals Sundries Services Care ‘ages tion Tobaceo Care Jewelry (2) tures 
qa) (2) (3) () (5) (6) (8) (9) (10) ql) (12) (13) (4) 
110% 113% 9% 104% 134% 114% 127% 89% 113% 170% 84% 111% 
1935-1939 (average)...... 100 100 100 100 100 100 100% 100 100 100 100 100 100 
WOOD. cocccccvccececevesce 116 111 118 117 121 119 114 119 109 121 134 117 113 
195 163 206 214 188 220 243 201 180 227 383 215 14 
BEB. ccccccccccscecssscce 283 261 34 238 259 301 255 320 255 245 421 282 280 
298 27 385 256 270 322 248 327 262 242 407 286 283 
BOOP... ccccccccccscsesesese 320 289 436 266 287 33 253 360 271 20 422 303 305 


less populous areas are included in the expenditure series but are 
not reflected in the price series. The question, however, is not 
whether medical care prices are usually higher or lower for these 
excluded groups and areas but whether the percentage rise was 
higher or lower since the base period. The entire price series is 
widely used by statisticians as a deflator of many dollar series in 
measuring quantity and is generally the basis of wage negotia- 
tions between employers and employees regarding the cost of 
living. But because of the chance of error resulting from such 
limitations, it would perhaps be more realistic to estimate that 
the per capita quantity of medical care received in 1950 was 
somewhat less than 85% greater than the quantity received a 
dozen years earlier. 

How have the quantity indexes for the individual medical care 
items behaved? If the same procedure is used, the resulting index 
of quantity for physicians’ services is 2.1 for 1950, or twice as 
great as the quantity in 1935-1939. Again a more conservative 
estimate of the increase in quantity since the base period is war- 
ranted. After allowing for the gain in population and the short- 


There are many references in current economic and engineer- 
ing literature to the increased output per manhour or per machine 
which has resulted from rapid technological changes in recent 
years. Our analysis of the quantity of medical services suggests, 
but does not prove, that the rate of increase in output per person 
working in the medical care field may exceed the comparable 
rate in the manufacture of automobiles, the production of coal, or 
the transportation of commodities. It should be extremely clear 
to all students of medical economics that the supply of medical 
services can no longer be measured by counting the number of 
active physicians, dentists, and nurses. The American people are 
enjoying the fruits of technological improvements in the field of 
medicine just as in industry, agriculture, and transportation. 

On the whole, these indexes indicate that the American people 
in 1950 were receiving relatively more medical care for their 
money than they were in 1935-1939. But the great improvements 
in the quality of medical care, which have made a given amount 
of services so much more effective today, can never be measured 
by quantity indexes. Such tremendous strides in our health 
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progress as the sharp reduction in the number of maternal deaths 
per 1,000 live births from about 5.0 in 1935-1939 to less than 1.0 
in 1950 and the jump in life expectancy at birth from 59.5 years 
in 1930 to more than 68 years in 1950 are not measured by 
indexes of the quantity of medical care. 

ok a 


Over the last 20 years, the American people have spent a con- 
stant proportion of their consumer budget, roughly 4%, for 
medical care. The demand for medical care has been small in 
comparison to the demand for other consumer items. It has been 
small, not because people could not afford more, but because 
they preferred to spend their budgets in this manner. In the past 
one could say that the irregularity and unpredictability of medical 
expenses were greater deterrents to the purchase of medical 
care than the actual amount of the expenses. Today, however, 
the widespread availability of hospital and medical insurance 
makes medical care a readily marketable item. A family can 
purchase a typical Blue Cross-Blue Shield membership, which 
will pay the bulk of hospital and in-hospital medical bills for 
roughly 25 cents a day—the price of a package of cigarettes. 
Insurance helps a particular family to approach the 4% level, 
the average for all families. With over half the population carry- 
ing some form of medical or hospital insurance, the small de- 
mand for medical care certainly does not mean that people do 
not have the money for medical care, but that they are purchas- 
ing the amount they desire. And with the index of the prices of 
medical care, including the high hospital rates, lagging behind 
the Index of all consumer prices, they are receiving much more 
medical care for their money. In fact, average weekly earnings 
have risen so much more rapidly than the cost of medical service 
that a production worker today can buy almost twice as much 
medical care with a week’s wages as he could in 1935-1939. 
And health progress has given him another dividend—more and 
better years in which to earn. Today, in a period of general 
inflation, the consumer is getting more and better medical care 
for the same proportion of his personal consumer expenditures. 


COUNCIL ON PHARMACY 
AND CHEMISTRY 


The Council on Pharmacy and Chemistry and the Council on 
Foods and Nutrition have authorized publication of the follow- 
ing statement. R. T. Stormont, M.D., Secretary 
Council on Pharmacy and Chemistry 
James R. Witson, M.D., Secretary 
Council on Foods and Nutrition 


FLUORIDATION OF WATER SUPPLIES 


The Council on Pharmacy and Chemistry and the Council on 
Foods and Nutrition have been requested to state their opinion 
regarding the safety of fluoridation of water supplies, a pro- 
cedure which has now been adopted by more than 140 cities. 

The Councils are unaware of any evidence that fluoridation of 
community water supplies up to a concentration of one part per 
million would lead to structural changes in the bones or to an 
increase in the incidence of fractures. The only difficulty so far 
revealed is a possible increase in mottling of the tooth enamel. 
The available evidence based on thousands of observations indi- 
cates that the incidence of mottling of the enamel in children who 
drink water containing fluoride up to a concentration of one part 
in a million is minimal and detectable only by careful dental ex- 
amination. It occurs only in a small percentage of children and is 
so slight.as not to present a problem from the point of view of 
anvearance or strength of the teeth. Evidence of toxicity other 
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than the effect on enamel has not been reported in communities 
where the water supply has several times this concentration. 
After considering the evidence available at this time, the Coun- 
cils believe that the use of drinking water containing up to one 
part per million of fluoride is safe. However, the use of products 
which are naturally high in fluoride content, such as bone meal 
tablets, or of lozenges, dentifrices, or chewing gum, to which 
fluoride has been added, should be avoided where the drinking 
water has been fluoridated. In places where children are sub- 
jected to warm temperatures and consequently drink large 
amounts of water, a lower concentration of fluoride may be 
necessary to avoid mottling of the teeth. 


NEW AND NONOFFICIAL REMEDIES 


The following additional articles have been accepted as conform- 
ing to the rules of the Council on Pharmacy and Chemistry of 
the American Medical Association for admission to New and 
Nonofficial Remedies. A copy of the rules on which the Council 
bases its action will be sent on application. 

R. T. Stormont, M.D., Secretary. 


Phenylephrine Hydrochloride-U.S.P. (See New and Nonofficial 
Remedies 1951, p. 198). 

Elixir Neo-Synephrine Hydrochloride: 473 cc. and 3.78 liter 
bottles. A flavored alcohol solution containing 1 mg. of phenyl- 
ephrine hydrochloride in each cubic centimeter. U. S. Trade- 
mark 406,720. Winthrop-Stearns, Inc., New York. 

Capsules Neo-Synephrine Hydrochloride: 10 mg. and 25 mg. 
U. S. Trademark 406,720. Winthrop-Stearns, Inc., New York. 


Streptomycin-U.S.P. (See New and Nonofficial Remedies 1951, 
p. 132). 

Streptomycin Sulfate: 5 cc., 12 cc., and 20 cc. vials. Powdered 
streptomycin sulfate equivalent in activity to | gm., 2 gm., and 
5 gm. of streptomycin base, respectively. E. R. Squibb & Sons, 
New York. 


Pertussis Vaccine-U.S.P. (See New and Nonofficial Remedies 
1951, p. 389). 

Pertussis Vaccine: 1.5 cc. (one immunization) and 7.5 cc. (5 
immunizations) vials. 50,000 million H. pertussis per cubic centi- 
meter. Preserved with thimerosal 1:10,000. Eli Lilly & Company, 
Indianapolis, Ind. 


Butabarbital Sodium (See New and Nonofficial Kemedies 1951, 
p. 240). 

Powder Butabarbital Sodium: Bulk; for manufacturing use. 
Chemo Puro Manufacturing Corp., Long Island City, N. Y. 


Sodium Dehydrocholate (See New and Nonofficial Remedies 
1951, p. 316). 

Solution Sodium Dehydrocholate 20%: 5 cc. and 10 cc. 
ampuls. E. S. Miller Laboratories, Inc., Los Angeles, Calif. 


Sodium Caprylate (See New and Nonofficial Remedies 1951, p. 
48). 

Powder Sodium Caprylate: Bulk; for manufacturing use. 
Chemo Puro Manufacturing Corp., Long Island City, N.°Y. 


Methylthiouracil (See New and Nonofficial Remedies 1951, p. 
404). 

Powder Methylthiouracil: Bulk; for manufacturing use. 
Chemo Puro Mfg. Corporation, Long Island City, N. Y. 


Sulfadiazine-U.S.P. (See New and Nonofficial Remedies 1951, 
p. 96). 

Tablets Sulfadiazine: 0.5 gm. Van Pelt & Brown, Inc., Rich- 
mond, Va. 
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LABORATORY CONTROL OF 
ANTIBIOTIC THERAPY 


The problems of antibiotic therapy have been multi- 
plied by the increase in the number of commercially 
available antibiotics and in the number of bacterial 
strains resistant to one or more of them. Selection of the 
most effective antibiotic for treatment of a given infec- 
tion is frequently difficult. Confronted with an infection 
of uncertain bacteriologic origin, the clinician has several 
courses open to him. He may attempt to deduce the 
causative agent from the clinical symptoms and adminis- 
ter the antibiotic known to be effective against most 
strains of that organism. In some cases this approach is 
successful, but often the first drug tried is ineffective be- 
cause of lack of susceptibility of the infecting agent. 
Valuable time may thus be lost in blind clinical trial, and 
avoidable complications may occur. To prevent this, 
many clinicians routinely determine the infecting organ- 
ism bacteriologically, so that they can select the appro- 
priate antibiotic with greater assurance. Others believe it 
impractical to determine the antibiotic of choice from 
standard tables because of the frequent occurrence of 
resistant strains within some species. These workers 
maintain that maximum efficiency in antibiotic therapy 
can be obtained only by routine determination of the 
in vitro sensitivity of the causative organism to the avail- 
able antibiotics. 

Theoretically the last approach would appear to be the 
most desirable, but there are practical objections. Per- 
haps the most serious is the observation that clinical re- 
sults do not always parallel laboratory results in anti- 
biotic testing. Another objection is that the various 
sensitivity tests are not as accurate or as reliable as many 
clinicians believe. It has been shown, for example, that 
the results of most of the currently used tests can be 
varied at will by altering one of the following factors: (1) 
size of the inoculum, (2) period of incubation, and (3) 
choice of complete or partial inhibition as the end po.at 
of the tests.‘ Variations in media may introduce further 
discrepancies. Obviously all test conditions must be 
rigidly controlled if the tests are to have significance or 


1. Jackson, G. G., and Finland, M.: Comparison of Methods for 
Determining Sensitivity of Bacteria to Antibiotics in Vitro, A. M. A. 
Arch. Int. Med. 88: 446 (Oct.) 1951. 

2. Joslyn, D. A., and Galbraith, M.: A Turbidimetric Method for the 
Assay of Antibiotics, J. Bact. 59: 711, 1950. 

3. Spaulding, E. H., and Anderson, T. G.: Selection of Antimicrobial 
Agents by Laboratory Means, J. A. M. A. 147: 1336 (Dec. 1) 1951. 

4. Patrick, W. C.; Craig, G. H., and Bachman, M. C.: Diameter of 
Inhibition Zones Correlated with Tube Sensitivities Using Six Antibiotics, 
Antibiotics and Chemotherapy 1: 133, 1951. 
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if the results of two laboratories are to be compared. Even 
with such control the serial dilution methods are accurate 
only within the range of a two-fold dilution of the anti- 
biotic, and the antibiotic disk technique gives results 
that vary in triplicate as much as +25%.* Thus none of 
the methods lends itself to accurate quantitation. 

Moreover, when several antibiotics are tested against 
a single organism by a single technique, comparison of 
results may be misleading. Variations in any of the test 
conditions mentioned may have different effects on dif- 
ferent antibiotics,’ so that the relative sensitivity of the 
organism to each antibiotic may be changed under dif- 
ferent conditions. According to Patrick,‘ even with 
rigidly controlled conditions comparisons of bacterial 
sensitivity to two or more antibiotics cannot be made di- 
rectly by the antibiotic disk method as ordinarily per- 
formed. The antibiotic that produces the largest zone of 
inhibition of bacterial growth on the culture plate is not 
necessarily the one to which the test organism is most 
sensitive. The size of the inhibition zone may be modi- 
fied by other factors, including the diffusibility of the anti- 
biotic through the agar and the concentration of the 
antibiotic in the tablet or disk. While the diameter of the 
zone of inhibition increases with the concentration of 
the antibiotic above the minimal inhibitory concentra- 
tion, it increases more rapidly for some antibiotics than 
for others,’ so that relative sensitivity values may change 
when disks of different concentrations are used. 

Attempts to rectify this situation have been made by at 
least two groups of workers. Patrick and associates * have 
determined simultaneously the inhibition zones obtained 
by the antibiotic disk method and the minimum inhibitory 
concentrations obtained by the tube dilution test and have 
expressed the former roughly in terms of the latter. This 
permits direct comparison of sensitivities in terms of 
tube-dilution values. Spaulding and Anderson,* on the 
other hand, have preferred to adjust by trial and error the 
concentration of each antibiotic disk to the point where, 
in their hands, the results of the disk technique and the 
tube-dilution method parallel each other and no conver- 
sion factors are needed. If these two modifications of the 
disk technique are found to be generally applicable, they 
may increase the clinical usefulness of the method. Jack- 
son and Finland,' however, caution that comparisons 
between different methods are unreliable. In an extensive 
study they found variations of 64 to 128-fold in the 
values obtained by different methods for the sensitivity of 
a given organism to aureomycin. Corresponding vari- 
ations with respect to terramycin were 4 to 32-fold, and 
with respect to streptomycin, 8 to 64-fold.- 

It is apparent that there are many pitfalls in the appli- 
cation of sensitivity tests to the clinical control of anti- 
biotic therapy. Further refinements of technique and cor- 
relation of clinical and laboratory results are necessary 
before the total picture can be clarified. In the meantime 
a reasonable approach seems to be that of Jackson and 
Finland,' who regard sensitivity tests as performed in the 
ordinary clinical laboratory as only general qualitative 
guides which distinguish susceptible from nonsusceptible 
organisms. Even this distinction may not be made by the 
antibiotic disk method unless the proper range of anti- 
biotic concentrations is employed.* Jackson and Finland 
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believe that it is much more important to determine the 
etiologic agent accurately than to perform routine sensi- 
tivity tests. Since some species, such as pneumococci, 
gonococci, and group A streptococci, are more or less 
uniform in their susceptibility to any given antibiotic,’ 
infections caused by these organisms can be treated with- 
out resort to sensitivity tests. On the other hand, such 
tests are indicated when the infection is caused by 
staphylococci or enterococci, or other species, different 
strains of which have been shown to exhibit wide vari- 
ations in their susceptibility to antibiotics.’ As a further 
precaution, sensitivity tests might be performed as recom- 
mended by Spaulding and Anderson ° in all fulminating 
infections, in infections not responding after 72 hours of 
antibiotic therapy, and in those showing relapses during 
therapy or evidence of changes in bacterial flora. 


METABOLIC ASPECTS OF 
STREPTOMYCIN RESISTANCE 


Although the exact mechanism by which streptomycin 
effects its antimicrobial action is not known, there is con- 
siderable evidence to indicate that it involves the inhibi- 
tion of certain metabolic activities of nonproliferating 
cells of susceptible strains of bacteria. Consequently, 
efforts have been directed toward demonstrating differ- 
ences in metabolic activities between streptomycin- 
resistant and streptomycin-sensitive bacteria. Thus Selig- 
mann and Wassermann * reported that acquired resist- 
ance is accompanied by certain marked alterations in 
metabolic activities which they attributed to damage to 
enzyme systems. Umbreit * found that susceptible strains 
of Escherichia coli, but not resistant or dependent vari- 
ants, possessed an oxidative reaction that is inhibited by 
streptomycin; he concluded that strains capable of grow- 
ing in the presence of streptomycin have eliminated the 
reaction inhibited by the drug. Recently, English and 
McCoy * have compared the growth of the sensitive 
parent and a number of resistant mutants of Micrococcus 
pyogenes var. aureus in nutrient broth and in a semisyn- 
thetic medium. They found that, while sensitive and 
resistant mutants grew equally well in nutrient broth, the 
resistant mutants showed a much greater growth than the 
sensitive parent in the semisynthetic medium. When 
various complex nitrogenous supplements were added to 
this medium, the growth of the parent organism was 
stimulated to a level comparable to that of*the resistant 
mutant. Further study showed biotin to be the stimu- 
latory factor in these supplements. The addition of biotin 
also stimulated the growth of the resistant mutants, indi- 
cating that, although these organisms are apparently 
capable of adequate biotin synthesis, they grow more 
rapidly when biotin is added to the medium than when 
they have to synthesize biotin and subsequently utilize it. 
The ability of the streptomycin-resistant organism to 
synthesize biotin was indicated by the fact that the growth 
of streptomycin-sensitive cultures was stimulated by the 
addition of hydrolyzed cultures of resistant mutants. 
Further studies indicated that a reciprocal relationship 
existed between ability for excellent growth in the semi- 
synthetic mediums and streptomycin-resistance. Cultures 
of the streptomycin-sensitive parent were grown on semi- 
synthetic mediums. Out of 121 such cultures, one was 
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found to possess a much heavier growth; this culture was 
found to be highly resistant to streptomycin. English and 
McCoy conclude that this finding not only indicates a 
mutual relationship between growth characteristics and 
streptomycin resistance but also provides evidence in 
support of the mutational origin of resistance, since re- 
sistance was gained in the absence of streptomycin or any 
related compound. 


MEDICAL CARE EXPENDITURES 


Americans are getting more and better medical care 
for the same proportion of their budget. This conclusion 
is reached in an analysis of personal consumer expendi- 
tures for medical care and for other items in the consu- 
mer’s budget presented by the Bureau of Medical Eco- 
nomic Research on page 1354 of this issue.' The propor- 
tion of the consumer’s budget spent for medical care in the 
Jast 20 years has hovered around 4%. Over the 20-year 
period the physicians’ average share of the “medical care 
dollar” fell 12%, from 31.8 cents to 28.1 cents; the hos- 
pitals’ share rose 66%, from 13.9 cents to 23.1 cents. 
Since the commonly used base period, 1935-1939, the 
physicians’ share of the medical care dollar fell 10% 
while the hospitals’ share rose 37%. 

Medical care prices have lagged considerably behind 
all prices as measured by the Consumers’ Price Index 
since 1935-1939. Average weekly earnings in manufac- 
turing have increased so much more rapidly than medical 
care prices that a production worker today can buy al- 
most twice as much medical care with one week’s wages 
as he could with one week’s wages in 1935-1939. 

The data on prices and personal consumer expendi- 
tures for medical care clearly indicate a phenomenal in- 
crease in “output per physician” and in per capita con- 
sumption of medical care since the base period. Over and 
above this favorable behavior of medical care prices and 
costs to the consumer is the great improvement in the 
quality of medical care which the changes in quantity and 
prices can never reflect. 
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Earlier this week it was announced that physicians attend- 
ing the A. M. A. Clinical Session in Los Angeles will be privi- 
leged to hear a discussion of major national issues by two 
eminent United States Senators—Republican Robert A. Taft of 
Ohio and Democrat Harry F. Byrd of Virginia. They will address 
a special meeting of the Association’s House of Delegates at 
7 p. m., Pacific Time, on Wednesday, December 5. The meet- 
ing is to be held in the Shrine Auditorium, so that more than 
6,000 additional physicians and members of the general public 
can be accommodated. The speeches will also be broadcast over 
the American Broadcasting Company network, reaching a vast 
audience of Americans in their homes from coast to coast. The 
program will go on the air, over all major ABC stations, at 
10 p. m. in the Eastern Time Zone and at 9 p. m. in all other 
areas. 

It is altogether fitting that the American Medical Association 
should provide a platform for these two distinguished Senators. 
It is fitting because the A. M. A. is a non- 
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What can we, as physician-citizens, do in the coming year? 
We must look first to our particular responsibility—the health 
of the people. Now, more than ever, we must bend our efforts 
to provide the finest possible medical care. Our profession cannot 
tolerate the slip-shod doctor or the fee gouger. They must be 
fearlessly disciplined. It matters not that others are out to get 
“all that the traffic will bear” or are avidly seeking “something 
for nothing.” We who have chosen medicine as a life’s work 
have dedicated ourselves to the noblest of goals—the welfare 
of our fellow man. By living up to this goal, we can provide a 
shining example of free men working skillfully and honestly to- 
gether to improve conditions of life and doing so without 
coercion and without regimentation. 

Next year—election year—is a time of decision for the Ameri- 
can people. Can the corrupt, power-seeking socialist planners 
be turned out of office they now hold? If not, our country can 
expect to travel still further down the road to state control in 
the ensuing years. For medicine this means 


partisan, professional organization made up 
of about an equal number of Republicans 
and Democrats. Those of us who make up 
this professional cross section of America 
have been waging a vigorous battle against 
the socialization of medicine. It has been 
fought on a strictly nonpartisan basis. We 
took our stand on the principle of individual 
freedom, and we welcomed the support of 
all who would fight with us against the chok- 
ing disease of socialism, regardless of their 
party affiliation. Both Republicans and 
Democrats have given us strong support. 

The invitation to Senators Taft and Byrd 
to address the American Medical Association 
House of Delegates is fitting for another 
reason. It is tangible evidence of the re- 
awakened, militant citizenship of thousands 
of physicians who today are taking an increasingly active part 
in politics at all levels of government. 

Medicine is a demanding profession. It is also fascinating. 
Because of this, it is all too easy to become completely absorbed 
in practice. In the past, many of us have concentrated so hard 
on medicine that we have ignored our country’s claim to some 
of our time and talent. We have said, in effect, “Let others who 
are less busy shoulder the responsibility of government.” 

We failed to realize that if*we did not take up the tools of 
citizenship ourselves, others would be only too happy to wield 
them for us and would use them to build a wall around our 
profession and around the people who are our patients. This wall 
would be built in the name of security—security against all types 
of problems that can attack a man in his lifetime. The trouble 
with such walls is that they more often turn out to be the barri- 
cades of a prison than the ramparts of a fortress. Fortunately, 
we realized what was happening before the socialistic wall was 
completed. We have time, though not much, to take up our 
neglected tools of citizenship and to help rebuild our government 
around the basic framework of the Constitution. Another year, 
however, may be all the time we have. It will require the dedi- 
cated efforts of every physician if we are to succeed in preserv- 
ing the American way of life. 


socialization, and socialization means de- 
terioration of those high standards of care 
which we have built so painstakingly. All of 
us want to practice good medicine, but how 
will you and I be able to do so if we must 
see patients at three-minute intervals in order 
to make enough money to support our 
families? How will we be able to practice 
good medicine if the government tells us to 
cut down on drugs? If we allow this dark day 
of socialization to come, even our national 
association will be relatively powerless to 
help. For proof, consider the ineffectual 
struggles of our British colleagues with the 
dictatorial Minister of Health. 

We cannot afford to say, “It won't happen 
here.” Oscar Ewing and his supporters in the 
Committee for the Nation’s Health and 
the Physician’s Forum are as busy as ever. Witness his recent 
proposal for “free” hospitalization for all those over 65. Witness 
the gift of $10,000 that Senator Murray presented to the Com- 
mittee for the Nation's Health last month after he had received 
it from the ClO. Perhaps the most far-reaching attack was a 
letter from President William A. Green to every AFL member 
extolling the work of the Committee for the Nation’s Health and 
urging them to contribute funds for its support. 

The calculated attack on the medical profession is but one 
phase of a campaign to convert our government to socialism. 
It is a quest for power only thinly glossed over with good in- 
tentions. Certainly the American people have had ample oppor- 
tunity to observe the corrupting effects of such power in recent 
months. They are sick of mink coats and freezers. 

Next year brings an opportunity—perhaps the last—to get 
rid of the socializers, no matter which party label they use for 
camouflage. Thousands of independent American citizens are 
grimly determined that it will be done. Leading this march to 
the polls is an ever-growing number of physicians who have 
answered the call for courageous citizenship. Stand with us for 
freedom, integrity in government, for the brave future of medi- 
cine and of our country. 

Joun W. Cuine, M.D., San Francisco. 
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SURVEY OF OPINIONS OF MEDICAL 
_ CARE IN MACON COUNTY 


A survey was conducted by the Macon County Medical So- 
ciety ' to determine medical care opinions and needs among the 
98,853 residents of Decatur, Ill., and surrounding towns and 
farms of Macon County. Three hundred residents, a cross sec- 
tion sample, were interviewed during August and September. 

Percentages of approval of medical and surgical care and 
doctors, by those who expressed an opinion, ranged from 91% 
to 71%. Personal interest of the doctor in his patient received 
the highest approval, while surgical fees received the lowest. 

Drug bills and hospital bills received the greatest criticism 
among the 30 questions in the survey. Forty-four per cent of 
those expressing an opinion said that drug bills were too high, 
and 43% said that hospital bills were too high. 

The survey showed also that 91% of the families questioned 
in Decatur and Macon County said they have a family doctor. 
Eighty-eight per cent of the families expressing an opinion said 
they were able to get a doctor to make a house call any time 
of the day or night when they needed him, and another 4% said 
they could get him sometimes. 

Widely varying opinions on doctor, hospital, and drug bills 
were expressed. Eighty-eight per cent of those expressing an 
opinion said that office call charges were about right; 87% said 
that home call charges were about right; 71% said that surgical 
fees were about right; 56% said that hospital bills were about 
right; 56% said that drug bills were about right. 

Ninety-one per cent of those expressing an opinion said that 
the quality of medical care was either excellent or good; 89% 
said surgical care was excellent or good; 72% termed the quality 
of hospital care excellent or good. The quality of nursing care 
received similar percentages. 

Eighty-one per cent of the families in the community have 
some form of hospitalization insurance. Seven out of every 10 
of these also had some insurance for surgical bills. Eighty-four 
per cent of those having health insurance were satisfied with 
the policies they had. 

Ninety-three per cent said that the secretaries, nurses, and 
technicians in doctors’ offices were courteous, and many added 
the word “very.” The waiting time in doctors’ offices was not so 
acceptable. Only 77% said it was reasonable, and 22% com- 
plained that it was unreasonable. 

Ninety-one per cent felt that their own doctor had a personal 
interest in them. They were less sure that other doctors had a 
personal interest in their patients as individuals and as people. 

Seventy-two per cent of those expressing an opinion thought 
that Macon County doctors were very much interested in mak- 
ing their community a better place to live; another 22% said 
that they were moderately interested. 

Do Macon County citizens like doctors as people? Ninety- 
four per cent of those expressing an opinion said they did, but 
29% said that they would like to change them. Mentioned 
oftenest were that they would like doctors less egotistical and 
independent, less vague and more frank in explaining what was 
wrong, less hurried in their examination and treatment, less 
serious and less cold, and with more community interest. Some 
who said that they did not like doctors as people still did not 
want to change them. 

Eighty-nine per cent of those who expressed an opinion felt 


favorably about the Macon County Medical Society as an or- . 


A more detailed report of this survey will be presented at the Public 
Relations Conference at the Biltmore Hotel, Los Angeles, December 2. 
Additional information can be obtained from the Public Relations Depart- 
ment, American Medical Association, 535 N. Dearborn St., Chicago 10. 

1. Members of the Public Relations Committee of the Macon County 
Medical Society are Drs. C. Elliott Bell, Chairman; John E. Madden; 
R. Zink Sanders; Wiiliam Requarth; Vernon Long; and Forrest Martin. 
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ganization. Eighty-two per cent thought well of the American 
Medical Association. More than half the residents of Macon 
County either had not heard of the Macon County Medical So- 
ciety or did not know enough about it to express an opinion, and 
slightly less than half did not express an opinion about the 
American Medical Association for the same reasons. 

There was no striking difference in percentages for the low in- 
come group compared with the middle and high income group 
in their answers to the different survey questions. This was also 
true for the group over 40 years of age compared with the 
group under 40. 

One out of every 330 persons in Decatur and Macon County 
was interviewed personally on the 30 basic questions about medi- 
cal and health care. The sample was selected on a representative 
cross section and on the basis of the “law of averages,” so that 
the expressed opinions wauld reflect the attitudes of the citizens 
of the whole county. Included in the 300 interviews were 116 
community leaders, 139 Decatur households, 26 country town 
households, 7 farm homes, and 12 office workers. 

The community leaders included executives of newspapers, 
radio stations, industrial plants, and small businesses, city and 
county government officials, and officers and executives of 56 
community organizations, including labor, civic, fraternal, pro- 
fessional, veterans, women’s, school, youth, welfare, health, 
church, and farm groups. Every type of trade, craft, and job 
was represented in the households sample—homemakers, ma- 
chinists, carpenters, truck drivers, clerks, packers, compres- 
sor operators, barbers, common laborers, beauty operators, farm 
owners, farm tenants, and others. The interviews were divided 
proportionately: 146 males and 154 females; 151 over 40 years of 
age and 149 under; 151 with over $3,600 annual income per 
family and 149 under; 264 urban and 36 rural. 

The Macon County Medical Society requested Lawrence W. 
Rember, Chicago, director of field service for the Public Rela- 
tions Department, American Medical Association, to advise and 
assist in conducting the survey. Mrs. John R. Castle, 425 W. 
Macon, Decatur, local interviewer for the National Opinion 
Research Center associated with the University of Chicago, 
worked with Mr. Rember on the interviewing. 

The questionnaire was designed to be objective and construc- 
tive. It was carefully checked with the American Medical Asso- 
ciation’s Bureau of Medical Economic Research and two national 
firms known for doing scientific opinion research, to make sure 
that it carried out these principles. 

The request by the Macon County Medical Society for a rep- 
resentative of the American Medical Association to assist in 
conducting the survey was approved by the national organization 
because the Decatur and Macon County area was a most repre- 
sentative county society area—in population, industrially, and 
rurally—and because this area had been chosen in several na- 
tional studies as a United States test-tube county. The results of 
the survey will be presented at a national conference sponsored 
by the American Medical Association in Los Angeles on Decem- 
ber, 2, under the title “An Urban-Rural Opinion Test Tube.” 

The study will be offered as a pattern next year for county 
medical societies across the nation in strengthening their public 
relations and improving their medical services. This is the only 
study of its kind in the United States that the American Medical 
Association will assist with staff help at the survey site. 

The survey proved definitely that people like to talk about 
their medical experiences. Community reaction to the survey 
was typified by such comments as “The Questionnaire is very 
well constructed.” “This is the way to find out where they stand 
and where public prejudices and gripes are.” “I think this is a 
smart idea; I am glad to see them doing this.” “This is a very 
progressive step.” Results of the survey will be used by the 
Macon County Medical Society in shaping a number of con- 
structive new services which it has recently established or will 
announce in the near future. These public services include a 
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grievance committee to listen to complaints and questions about 
medical care and fees and to act on them, an emergency call 
system to help patients obtain a doctor at any time that one is 
needed, and a health insurance campaign to increase knowledge 
of, and enrolment in, health insurance plans. 
THE AREA SURVEYED 

Macon County and Decatur are in central Illinois, 40 miles 
from Springfield, the State Capital. The county covers 577 square 
miles. The 1950 census shows the population of Macon County 
as 98,853, with 66,269 people living in Decatur city limits. Ac- 
cording to the 1940 census, 96.4% of the population are native 
born; of these, 93.4% are native born white and 3.5% are non- 
white. The number of persons per family is 3.2. 

The manufacturing payroll, according to the 1947 census, 
totaled $29,500,000; the total farm income, according to the 
1948 census, totaled $23,500,000. Retail establishments, whole- 
sale establishments, and selected service trade, according to the 
same census, totaled sales receipts of $273,901,000. Decatur is 
the “soy bean capital of the world,” with five large processing 
plants. Corn products, livestock, poultry, dairy products, and 
other agricultural products are also processed in sizable volume. 
Decatur is also an agricultural trade center. 

Manufacturing products flow out of 159 firms. Metals in the 
form of automobile parts, steel finished work, locomotives and 
cars, castings, plumbing and heating equipment, and many other 
heavy and light industrial and consumer products carry the 
stamp “Made in Decatur.” Wood, textiles, and plastics are 
fashioned into numerous products. Drugs and chemicals, paper, 
and other products combine to make Decatur a city of diversified 
industry. 

Decatur, the county seat, has a university, a 3% Negro popu- 
lation, a number of regional offices, and a surrounding farm 
acreage of 339,973 in the county. These factors, along with the 
agricultural and manufacturing factors, made Decatur and 
Macon County an ideal test-tube for surveying public opinion 
and attitudes. 

Macon County has 104 practicing physicians and surgeons, 
and 101 of these are members of the Macon County Medical 
Society. Ninety-five doctors reside in Decatur and nine in sur- 
rounding country towns. Three general medical and surgical 
hospitals, privately owned, have a total of 560 beds, a tubercu- 
losis hospital has 80 beds, and a city contagious hospital has 20 
beds open and 20 beds closed. 

Following, question by question, are the results of the survey: 


AVAILABILITY OF MEDICAL CARE 


1. Do you have a family doctor? 


Slightly more people in the middle and high income group had 
family doctors than in the low income group—92% against 
89%. 


2. Have you seen vour family doctor within the past year? 


Nine per cent more people over 40 years of age than under 
40 reported having seen their family doctor during the past 
twelve months—93% contrasted with 84%. 


3. Have you ever used a specialist? 


The percentages were somewhat higher for the middle and 
high income group (80%) and the group over 40 years of age 
(78%) than for the low income group (69%) and the group under 
40 years of age (72%). 


4. Was the specialist recommended by your family doctor? 
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$. Are you able to get your doctor (or a doctor) when you want 
him, regardless of whether it is night, weekday, Saturday, 
or Sunday, or a holiday? 


10 


Of those who did express an opinion, 88° said that their 
doctor came any hour of the day or night; 4°% said that he came 
only sometimes; and 8% said that he would not come. The 
combined 10% who said they could not get a doctor to come 
to the house when they needed him or that they could get a 
doctor only “sometimes” is approximately the same as the per- 
centage who did not have a family doctor. Those who did not 
know explained that an occasion for needing a doctor at their 
home had not arisen. 


6. How soon does your doctor respond? 


54% 
25 


Of those who did express an opinion, 63% said their doctor 
responded right away; 29% said there was a short delay; and 
8° said there was a long delay. 


COST OF MEDICAL AND SURGICAL CARE 


7. For services rendered, do you think you pay too much, too 
little, or about the right amount for home calls? 


10% 
1 
Don't know ...... 


Of those who did express an opinion, 87% said that home 
call charges were about right and 12% said that they were too 
much, 


8. For services rendered, do you think you pay too much, too 
little, or about the right amount for office calls? 


TOO MUCH 11% 


0 


Of those who did express an opinion, 88% said that office 
call charges were about right and 12% said that they were too 
much. 


9. For services rendered, do you think you pay too much, too 
little, or about the right amount for surgery? 


Too little ...... 0 


Of those who did express an opinion, 71% said that surgical 
fees were about right and 29% said they were too high. Of the 
44% of those surveyed who did not express an opinion on the 
cost of surgery, many explained that they had never had surgery. 


COST OF HOSPITAL AND DRUG CARE 


10. For services rendered, do you think you pay too much, too 
little, or about the right amount for hospital care? 


1 


NO 
‘OR 
WES TOR 
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Of those who did express an opinion, 56% considered hospital 
charges about right, while 43% termed them too high. One of 
every 14 persons volunteered the comment that he had never 
been hospitalized. 


11. For services rendered, do you think you pay too much, too 
little, or about the right amount for prescription drugs? 


44 


Of those who did express an opinion, 56% said that drug bills 
were about right and 44% said they were too high. 
QUALITY OF MEDICAL AND SURGICAL CARE 


12. What do you think of the quality of the medical care (that 
is, other than surgical care) that you are receiving in your 


community? 
38% 


Ninety-one per cent of those interviewed said that medical care 
was either excellent or good. Over twice as many of the middle 
and high income group said that medical care was excellent 
as did the low income group (51% to 24%). This was about true 
of the group over 40 years of age when contrasted with the 
group under 40 (49% to 26%). 


13. What do you think of the quality of the surgical care that 
you are receiving in your community? 


35% 
5 
32 


Of those who did express an opinion, 89% said surgical care 
was excellent or good, 51% saying it was excellent, and 38% 
saying it was good. Many more of the middle and high income 
group said that surgical care was excellent as did the low income 
group (62% to 36%). This was not so marked in the group over 
40 years of age when contrasted with the group under 40 (56% 
to 46%). 


QUALITY OF HOSPITAL AND NURSING CARE 


14. What do you think of the quality of hospital care that you 
are receiving in your community? 


19% 
7 
13 


Of those who did express an opinion, 72% termed the quality 
of hospital care excellent or good, 21% saying it was excellent 
and 51% saying it was good. Twenty per cent said fair; 8% said 


poor. 


15. What do you think of the quality of the nursing care that 
you are receiving in your community? 


19% 
45 


Of those who did express an opinion, 75% thought nursing 
care either excellent or good, 22% saying it was excellent and 
53% saying it was good. Twenty-one per cent said fair; 4% 


said poor. 
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OUT OF TOWN MEDICAL CARE EXPERIENCE 


16. Do you go out of town at all for medical care? If so, where, 
for what, and why? 


More of the middle and high income group and the group ° 
over 40 years of age go out of town for medical care than those 
in the low income group and the group under 40 (34% to 
21%). 

Where: Seventeen cities in all were named by the 64 persons 
reporting that they had gone out of town at some time or other 
for medical care. Chicago led the list with 18 persons; St. Louis 
and Bloomington were next with 10 each, and Champaign fol- 
lowed with 7. 

What: Sixty-four persons named 23 different ailments as the 
cause for seeking medical care outside Macon County. Eye 
problems were mentioned by 18 persons, diagnosis by 14, surgery 
by 6, and general illness by 5. 

Why: Those expressing themselves on the “why” of their go- 
ing out of town for medical care gave six basic reasons for 
their doing so. Nineteen said going elsewhere was recommended 
by their Macon County doctor; 15 said they knew the out-of- 
town doctor; 10 wanted a “double check.” Those going out-of- 
town said they go usually to see specialists, or clinics, and then 
only occasionally. 


EXPERIENCE IN THE DOCTOR'S OFFICE 


17. Are the employees in your doctor's office courteous, dis- 
courteous, or in between? 


3 


18. Are you taken care of in a reasonable time or an unreason- 
able time in your doctor’s office? 


17% 


19. Do you feel that your own doctor has a personal interest in 


you? 


The percentage who felt that their doctor had a personal in- 
terest in them was about the same as the percentage who had a 
family doctor. 


20. Do you feel that Decatur (or Macon County) doctors in 
general are interested, moderately interested, or not inter- 
ested in their patients as individuals and as people? 


59% 
Moderately interested ............ 26 


Of those who did express an opinion, 94% felt that doctors 
practicing in Macon County were interested or moderately in- 
terested in their patients as individuals and as people. Of these 
65% said interested and 29% said moderately interested. Five 
per cent more of the middle and high income group said inter- 
ested or moderately interested, than did the low income group. 
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PREPAYMENT EXPERIENCE 


21. Do you have voluntary prepaid health insurance? 


81% 


This health bili protection consisted of nonprofit, commercial 
group and individual policies for hospitalization and surgical 
and medical care, health and accident policies, and veterans and 
church policies. 

Kind of hospitalization coverage: Of the 300 interviewed, 
242 families had some form of hospital insurance, with 192 hav- 
ing one policy each, 47 having two policies, and 3 having three 
policies. 

Kind of surgical and medical coverage:,Of the 242 families 
who had hospital insurance, 170 also had surgical bill insurance 
and 147 had medical bill insurance. Surgical and medical bills 
were usually covered when the patient was hospitalized, but not 
for office or home care, except for accidents. 


22. If you are not covered by voluntary prepaid health insurance, 
do you know about such plans? 


VOD. 18% 


Of those who did not have health insurance, 96% said that 
they knew about its existence, and 4% said that they did not 
know about it. 


23. Are you satisfied or dissatisfied with the prepaid health in- 
surance that you have? 


64% 

12 

5 
81% 


Of those who did have health insurance, 84% said that they 
were satisfied with it, and 16% said that they were not. 


DOCTORS AS CITIZENS AND AS PEOPLE 


24. Do you think Decatur (or Macon County) doctors are very 
interested, moderately interested, or not interested in making 
their community a better place to live? 


Vary 

Moderately interested ............ 18 
19 


Of those who did express an opinion, 72% believed their doc- 
tors are very interested in making their community a better 
place to live. Twenty-two per cent said they were moderately 
interested; 6% said they were not interested. 


25. Do you like doctors as people? 


Of those who did express an opinion, 94% said that they liked 
doctors as people. 


26. Would you like to change doctors as people? 


27% 
67 


Although on the previous question, more than 90% of the 
families liked doctors as people, only 71% of those who did ex- 
press an opinion said that they would not like to change them. 
Some who said that they did not like doctors still did not want 
to change them. 
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How would you like to change doctors? Of 78 suggestions 
made on how to change doctors as people, 24 said that doctors 
were too egotistical and independent. Fifteen said doctors were 
too vague and should be more frank in discussing what is wrong 
with patients. Thirteen thought doctors were too serious and too 
cold. Ten said doctors rush the patient too much. 


ATTITUDES TOWARD THE MACON COUNTY MEDICAL SOCIETY 


27. What is your opinion of the Macon County Medical Society? 
Is It favorable, unfavorable, or don’t you have an opinion 
about it? 


40% 
4 
55 


Of those who did express an opinion, 89% said that they 
thought favorably of it, 8% said unfavorably, and 3% had a 
mixed attitude. Over half of the persons interviewed said that 
they had not heard of the Society or that they did not know 
enough about it to express an opinion. : 


28. Are you familiar with any of the public services, or com- 
munity activities, of the Macon County Medical Society? 


Over twice as many families in the middle and high income 
group reported knowing about the Society’s community activ- 
ities and public services than in the low income group (49% 
to 22%). This was true to a much lesser degree in the group over 
40 years of age when contrasted to the group under 40 (39% to 
32%). 

Services named: Only 106 persons out of the total sample of 
300 interviewed said that they were familiar with any public 
services and community activities of the Macon County Medical 
Society. Seventy-eight persons mentioned the clinics; 10 named 
school health programs; 9 named aid to cancer patients; 8 re- 
ferred to the free service doctors give; 7 mentioned free innocula- 
tions for children. Forty-nine other services were named six 
times or less. 


ATTITUDES TOWARD THE AMERICAN MEDICAL ASSOCIATION 


29. Have you ever heard of the American Medical Association? 


The percentage of “yes” answers among the middle and high 
income group was substantially larger than in the low income 
group (95% to 69%). The difference was almost as marked 
among the group over 40 years of age when contrasted with the 
group under 40 (91% to 73%). 


30. Do you think favorably or unfavorably of the A. M. A.? 


42 
2 


Of those who did express an opinion, 82% said they thought 
favorably of the A. M. A.; 15% said they thought unfavorably. 
Over twice as many persons in the low income group did not 
express an opinion about the A. M. A. (either because they did 
not know about it, or did not know enough about it) than those 
in the middle and high income groups (70% to 31%). The con- 
trast was not quite so marked between the group under 40 years 
of age and the group over 40 (63% to 38%). 

The results of the survey reflect objectively the opinions and 
attitudes of the people of Macon County on the 30 basic ques- 
tions asked. Other counties would do well to find out if the 
medical care climate in their own area is as favorable. It takes 
some kind of investigation in each area to bring out the facts. 


2 
19% 
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ABSTRACT OF MINUTES OF MEETINGS OF BOARD 
OF TRUSTEES HELD IN ASSOCIATION 
HEADQUARTERS, OCT. 19-20, 1951 


A two-day session of the Board of Trustees of the American 
Medical Association was held in the headquarters building Octo- 
ber 19-20. Several matters were considered and the following 
actions were taken: 

APPOINTMENTS 

The following appointments were made to various commit- 
tees, editorial boards, and special functions: 

Dr. E. S. Hamilton to attend on November 10 the Medical 
Civil Defense Conference, sponsored by the American Medical 
Association, the American Hospital Association, and the Asso- 
ciation of State and Territorial Health Officers. Dr. L. H. Bauer 
was selected previously to appear on the program on the first 
day of the Conference. 

Dr. Jesse D. Hamer to the inauguration of Richard Anderson 
Harvill as president of the University of Arizona, Nov. 16, 1951. 

Dr. Otto O. Beck to the inauguration of Harlan Henthorne 
Hatcher as the eighth president of the University of Michigan, 
Nov. 27, 1951. 

Dr. Hugh R. Butt, Dr. Bruce K. Wiseman, and Dr. Louis 
Leiter as additional members of the editorial board of the 
Archives of Internal Medicine, for terms of 3 years, 2 years, and 
1 year, respectively, each term to begin Jan. 1, 1952. 

Dr. J. Lafe Ludwig of Los Angeles to replace Dr. D. H. Mur- 
ray (who resigned because of the pressure of other duties) on the 
Committee on Legislation of the American Medical Associa- 
tion, and Dr. W. B. Martin, as an additional member on that 
Committee. 

Dr. James R. Reuling as a representative of the Association 
on a committee to resolve difficulties concerned with the Armed 
Forces Blood Donor Program. The American National Red 
Cross and the Department of Defense also will be represented 
on this committee. ° 

Dr. Julian P. Price to succeed himself on the Advisory Com- 
mittee to the State Journal Advertising Bureau for a term of 
five years. 

Mr. C. Joseph Stetler, Secretary of the Council on National 
Emergency Medical Service, as ex officio member of the Asso- 
ciation on the Civil Defense Committee of the Association of 
State and Territorial Health Officers. 

Fred V. Hein, Ph.D., to become one of the authors of the 
second Yearbook on Health, Physical Education and Recreation, 
to be published by the Association for Heaith, Physical Educa- 
tion and Recreation. 


COMMITTEE ON RURAL HEALTH 


The Board authorized reorganization of the Committee on 
Rural Health as a Council of the Board of Trustees. 


1954 CLINICAL SESSION 

November 30-December 3 were selected as the dates for the 
Clinical Session of the Association to be held in Miami, Fla., 
in 1954. 

NATIONAL COMMITTEE FOR TRAFFIC SAFETY 

Continued cooperation with the National Committee for 
Traffic Safety during the coming year was authorized by the 
Board of Trustees. 


WORLD MEDICAL ASSOCIATION 

The Board voted that THE JouRNAL OF THE AMERICAN MEDI- 
CAL ASSOCIATION be sent to all members of the Council of the 
World Medical Association. 

RADIO PROGRAM 

A new interview program, entitled “Here's the Doctor,” di- 
rected toward the housewife and conducted by a physician, was 
authorized by the Board of Trustees. 


COMMITTEE ON CAREERS IN NURSING 

To assist in the national student nurse recruitment program 
for 1952, the Board made an appropriation for the work of 
the Committee on Careers in Nursing. 
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INCOME TAX EXEMPTION FOR POSTGRADUATE COURSES 

In compliance with previous instructions from the Board, 
procedures have been initiated within the Bureau of Internal 
Revenue for a review of the 1921 ruling which denies deductions 
to physicians for expenses incurred in taking postgraduate 
courses. 

DRUG ADDICTION 

The Board authorized the appointment of a committee to 
study the problems of drug addiction. An announcement will be 
made at a later date with respect to the composition of the 
committee. 


THE SCIENTIFIC EXHIBIT, CHICAGO SESSION 
June 9-13, 1952 


Representatives to the Scientific Exhibit have been elected 
by the various Sections of the Scientific Assembly as follows: 

Section on Anesthesiology, Dr. Scott M. Smith, 325 Eighth 
Ave., Salt Lake City. 

Section on Dermatology and Syphilology, Dr. James R. Web- 
ster, 122 S. Michigan Ave., Chicago 3. 

Section on Diseases of the Chest, Dr. Edwin R. Levine, 109 
N. Wabash Ave., Chicago 2. 

Section on Experimental Medicine and Therapeutics, Dr. Rob- 
ert W. Wilkins, Evans Memorial Hospital, 65 E. Newton St., 
Boston. 

Section on Gastro-Enterology and Proctology, Dr. J. P. Nes- 
selrod, 636 Church St., Evanston, IIl., and Dr, Everett D. Kiefer, 
The Lahey Clinic, 605 Commonwealth Ave., Boston 15. 

Section on General Practice, Dr. Charles E. McArthur, 205 
E. Seventh Ave., Olympia, Wash. 

Section on Internal Medicine, Dr. Wesley W. Spink, Univer- 
sity Hospital, Minneapolis 14. 

Section on Laryngology, Otology and Rhinology, Dr. Francis 
W. Davison, Geisinger Memorial Hospital, Danville, Pa. 

Section on Military Medicine, Col. William S, Stone (MC) 
USA, Army Medical Center, Washington, D. C. 

Section on Nervous and Mental Diseases, Dr. Leon J. Whit- 
sell, 909 Hyde St., San Francisco 9. 

Section on Obstetrics and Gynecology, Dr. Frederick H. Falls, 
University of Illinois College of Medicine, 1853 W. Polk St., 
Chicago 12. 

Section on Ophthalmology, Exhibit Committee, Dr. Georgi- 
ana D. Theobald, 715 Lake St., Oak Park, Ill., Chairman; Dr. 
Donald J. Lyle, 601 Union Trust Bldg., Cincinnati 2; and Dr. 
Phillips Thygeson, 87 N. Sixth St., San Jose, Calif. 

Section on Orthopedic Surgery, Dr. J. Vernon Luck, 1930 Wil- 
shire Blvd., Los Angeles 5. 

Section on Pathology and Physiology, Dr. Frank B. Queen, 
4181 S. W. Sam Jackson Park, Portland, Ore. 

Section on Pediatrics, Dr. F. Thomas Mitchell, 376 S. Bellevue 
Blvd., Memphis 4, Tenn. 

Section on Physical Medicine and Rehabilitation, Dr. Arthur 
L. Watkins, Massachusetts General Hospital, Boston 14. 

Section on Preventive and Industrial Medicine and Public 
Health, Dr. Paul A. Davis, 1436 Delia Ave., Akron 2, Ohio. 

Section on Radiology, Dr. Richard H. Chamberlain, 3400 
Sprue St., Philadelphia 4. 

Section on Surgery, General and Abdominal, Dr. Walter G. 
Maddock, 250 E. Superior St., Chicago. 

Section on Urology, Exhibit Committee. Dr. Roger W. Barnes, 
1216 Wilshire Blvd., Los Angeles, Chairman; Dr. Rubin H. 
Flocks, University Hospitals, lowa City; and Dr. George H. 
Ewell, 16 S. Henry St., Madison 3, Wis. 

Applications for space close on Jan. 15, 1952, but should be 
submitted as far in advance of that date as possible. Applica- 
tion blanks may be obtained from the Section Representatives 
or from the Director, Scientific Exhibit, American Medical 
Association, 535 N. Dearborn St., Chicago 10. 


CALIFORNIA 


Annual Sectional Pathologists Meeting.—The California Society 
of Pathologists and the Southwestern Section of the College of 
American Pathologists are holding an annual midwinter meeting 
December 1-2 at the Ambassador Hotel in Los Angeles. The 
first day will be dedicated to Dr. Ernest M. Hall, retiring pro- 
fessor of pathology of the University of Southern California 
School of Medicine. The majority of the scientific contributions 
of the day are being offered by former students and associates 
of Dr. Hall. Guest speakers include Dr. Stanley P. Reimann, 
professor of oncology at Hahneman Medical College and 
Hospital and director of the Institute for Cancer Research, 
Philadelphia; Dr. Sidney C. Madden, professor of pathology at 
the University of California at Los Angeles School of Medicine, 
and Dr. Riojum Kinosita, visiting professor of pathology, Uni- 
versity of California at Los Angeles School of Medicine, and 
professor of pathology, Osaka Imperial University. At the 
Tumor Slide Conference on December 2 several tumors of soft 
parts will be discussed. The moderator of the discussion will be 
Dr. John W. Budd. 


FLORIDA 


Seminar in Ophthalmology and Otolaryngology.—The sixth an- 
nual midwinter seminar of the University of Florida will be held 
January 14-19 in Miami Beach. Lectures on ophthalmology will 
be presented January 14-16, and on otolaryngology on January 
17-19. Lecturers for the courses in ophthalmology include Drs. 
Alson E. Braley, lowa City; John M. McLean, New York; 
Wendell L. Hughes, Hempstead, Long Island, N. Y.; Irving H. 
Leopold, Philadelphia, and F. Bruce Fralick, Ann Arbor, Mich. 
Otolaryngologists who will lecture include Drs. Fred W. Dixon, 
Cleveland, Thomas C. Galloway, Evanston, Ill.; Anderson C. 
Hilding, Duluth, Minn.; Moses H. Lurie, Boston, and Henry 
L. Williams, Rochester, Minn. On January 16, registrants are 
invited to attend the midwinter convention of the Florida 
Society of Ophthalmology and Otolaryngology, which meets 
concurrently with the seminar. All meetings will be held at the 
Sans Souci Hotel. Dr. Walter T. Hotchkiss, Miami Beach, is 
secretary, and communications concerning the seminar should 
be addressed to him. 


ILLINOIS 


Society News.—At a recent meeting of the Illinois Section of 
the American College Health Association, Dr. Otto J. Keller, 
director of student health service at Northern Illinois State 
Teachers College in DeKalb, was elected president. Other 
officers include Dr. Homer L. Lawder, University of Illinois, 
Champaign, vice-president, and Dr. T. William Lester Jr., 
University of Chicago, secretary-treasurer. 


Chicago 

Appointments to Armour Laboratories.—Dr. George F. Kamen, 
New York, has been appointed an assistant medical director in 
the clinical investigation service of Armour Laboratories medical 
department. He has been an assistant medical examiner in the 
department of forensic medicine of New York University. 
Dr. Robert J. Feldmann has been named an assistant medical 
director in the consultant service of the medical department. 
Before joining the laboratories, he assisted on a research project 
to study the effects of adrenalectomy on schizophrenia at the 
University of Chicago. 


Prize for Paper on Industrial Medicine.—The Chicago Society 
of Industrial Medicine and Surgery awards an annual prize of 
$150 for a meritorious scientific paper in the field of industrial 
medicine and surgery. Any physician in the Chicago area who 
has received his M.D. degree within the six years immediately 
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prior to the date closing the contest March | for the current year 
is eligible. The paper must concern unpresented original labora- 
tory or clinical ideas or research data. The manuscript with two 
carbon copies submitted for the contest should not be signed 
by the author but should be identified by a detached letter and 
mailed to the secretary of the society, Dr. Charles Drueck, 28 
E. Jackson Blvd., R. 1300, Chicago 4. The paper and award will 
be presented at the annual meeting of the society. 


MICHIGAN 


Another Center for Research on Poliomyelitis ——A _ research 
center for extensive clinical research on poliomyelitis is to be 
opened at the University of Michigan Hospital, Ann Arbor, 
under the joint sponsorship of the university and the National 
Foundation for Infantile Paralysis. Dr. James L. Wilson, chair- 
man, department of pediatrics and communicable diseases, will 
have over-all supervision of the center, and Dr. David G. Dickin- 
son will be director. Similar centers were opened last year at 
Children’s Hospital of Boston, Wellesley Hills, Mass., and at 
Jefferson Davis Hospital, Houston, Texas. 


NEW JERSEY 


Radioisotope Laboratory.—A radioisotope laboratory has been 
installed at the Research Laboratories of E. R. Squibb & Sons, 
New Brunswick. The new unit will be headed by Paul Numerof, 
a chemist who worked on the atomic bomb project at Los 
Alamos during World War II. The isotope laboratory will func- 
tion primarily as a service unit for other research departments, 
using isotopes and tracers extensively to help determine the 
action of new drugs. 


NEW YORK 


Personal.—Dr. Vincent Hernandez, Rear Admiral, M. C., U. S. 
N., retired, has been appointed associate medical director for the 
overseas company of E. R. Squibb & Sons. He has had more 
than 30 years’ service in the medical department of the United 
States Navy. 


Dr. Godfrey Given Sedgwick Medal.—The American Public 
Health Association awarded Dr. Edward S. Godfrey Jr., for- 
merly commissioner of the New York State Health Department, 
the: Sedgwick Memorial Medal for 1951 in recognition of his 
contributions to the evolution and development of public health 
practice and his interpretation of the principles of epidemiology. 
The medal was presented at the annual banquet in San Francisco 
November 1. Dr. Godfrey, who retired as commissioner of 
health in 1947, also served as adjunct professor of preventive 
medicine and public health at the Albany Medical College and 
as professor of clinical epidemiology at Columbia University 
College of Physicians and Surgeons, New York. 


Hospital Alumni Scientific Conference.—The annual Alumni 
Scientific Conference of the Hospital for Joint Diseases, New 
York, is being held December 13-15. On December 13 Dr. 
W. Russell MacAusland, Boston, will review patients who had 
the Judet operation at the hospital; in the evening he will de- 
liver the Walter M. Brickner Lecture on the uses of the Judet 
prosthesis in disabilities and deformities of the hip joint. On 
Friday morning a symposium on “epiphysiolysis,” with Dr. 
Armin Klein of Boston presiding, will include a review by Dr. 
Melvin H. Jahss, New York, and Dr. Abel Kenin, Brooklyn, of 
208 patients treated at the hospital with a 25-year follow-up. 
During the afternoon the residents will present their theses, with 
an award by the alumni association for the best. On Saturday 
morning Dr. Henry L. Jaffe will conduct a panel on bone 
tumors, and the afternoon session will deal with advances in 
orthopedic surgery. A dinner-dance will be held on December 
15 in the Grand Ballroom of the Hotel Biltmore, at which time 
the issue of the hospital's scientific bulletin, honoring Dr. Henry 
L. Jaffe for his 25 years of service as pathologist and director 
of laboratories, will be presented to him by Dr. Samuel Klein- 
berg, New York, editor. 
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New York City 


Lectures in Psychosomatic Medicine.—Mount Sinai Hospital is 
sponsoring a series of eight lectures on recent advances in 
psychosomatic medicine to be given at 8:30 p. m. in Blumenthal 
Auditorium each month. Lectures are as follows: 
Dec. 19, Psychosomatic Aspects of Obesity, Brunhilde Bruch, New 
York. 
Jan. 9, The Essence of Psychotherapy, Maurice Levine, Cincinnati. 
Feb. 6, Psychophysiological Studies of Fistulous Openings into the 
Gastrointestinal Tract, Sydney Margolin, New York. 
Feb. 22, Experimental Psychiatry, Jules H. Masserman, Chicago. 
Feb. 27, Emotional Factors in the Etiology and Treatment of Hyper- 
thyroidism, Theodore Lidz, Baltimore. 
March 19, Summary of Experimental Evidence Relating Life Stress to 
Diabetes Mellitus, Lawrence E. Hinkle Jr., New York. 
March 26, Emotional Problems of Hypertension, Edward Weiss, Phila- 
delphia. 
April 2, An Integration of the Psychosomatic Viewpoint in Medicine, 
M. Ralph Kaufman, New York. 


Appoint Director of Hospital for Speech Disorders.—Dr. David 
Ross, formerly head of the Seton Institute of Baltimore, has 
been named medical director of the National Hospital for 
Spzech Disorders, succeeding the late Dr. James S. Greene, who 
foinded the hospital in 1916 and served as its head until his 
death in 1950. Dr. Ross received training in psychiatry at 
Maudsley Hospital, London, Cassel Hospital, Penshurst, Kent, 
aud the Aberdeen (Scotland) Royal Mental Hospital. During 


World War II he served in the Royal Navy as a specialist in — 


neuropsychiatry. At the National Hospital for Speech Disorders 
more than 78,000 persons with speech disorders have been 
treated, about 63% of them without charge, in its more than a 
third of a century of service. The staff includes over 40 physi- 
cians, psychologists, speech and voice clinicians, and other 
therapists, and clinical, administrative, and clerical assistants. 


NORTH CAROLINA 

Speech and Hearing Problems Center.—A new program, aimed 
at creating a diagnostic and treatment center for speech and 
hearing problems in North Carolina, has been started at The 
Duke University Medical School in Durham. The program at- 
tempts to educate parents to help their children by explaining 
the treatment, step by step, to the parents. Three men who work 
as a team in treating these problems are Dr. Leslie B. Hohman, 
professor of neuropsychiatry; Murray Halfond, speech pathology 
clinician, and Dr. Kenneth L. Pickrell, professor of plastic 
surgery. Medical speech pathologists handle referrals from the 
Crippled Children Section of the State Board of Health and 
the Vocational Rehabilitation Service, as well as other hospital 
departments and private sources. The program is aimed at de- 
veloping rapid treatment methods and at establishing a training 
center for speech correctionists. 


PENNSYLVANIA 

Historical Marker and Portrait Unveiled.—Memorial! services 
conducted at English Center in Lycoming County for Dr. John 
Frederick Rheinwald were climaxed by the unveiling of a 
mountain stone marker. The memorial was sponsored by the 
Lycoming and Tioga counties’ medical and historical societies. 
Dr. Rheinwald was killed in the winter of 1840 by a panther 
in that vicinity. The medicine kit he was carrying when killed 
was one of the relics displayed of olden days. Col. Henry W. 
Shoemaker, McElhattan; Dr. T. Kenneth Wood, Muncy, and 
Judge Charles G. Webb, Wellsboro, were the speakers. 

A portrait of Samuel Gilson Dixon, LL.D., Sc.D., first com- 
missioner of health of Pennsylvania, was unveiled Aug. 24 in 
Bryn Mawr. Through his interest in tuberculosis Dr. Dixon, 
who was commissioner of health from Jan. 6, 1905 to Feb. 26, 
1918, established Mont Alto Sanatorium. The Bryn Mawr State 
Clinic accepted this portrait, together with a silver cup, which 
were gifts of Dr. Dixon's daughter, Mrs. John S. Sharpe, 
Haverford. 


Philadelphia 

Dr. Lucchesi to Be Medical Director of Medical Center.—Dr. 
Pascal F. Lucchesi, chief of the Bureau of Hospitals and medical 
director of the Philadelphia General Hospital, has been named 
executive vice-president and medical director of the Albert 
Einstein Medical Center, which is being organized through the 
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consolidation and expansion of Mount Sinai Hospital, Jewish 
Hespital, and Northern Liberties Hospital. Dr. Lucchesi was 
appointed superintendent of the Philadelphia General Hospital 
in March, 1946. He received the Strittmater Award of the 
Philadelphia County Medical Society in 1947. 


Committee on Geriatrics.—The Philadelphia County Medical 
Society has organized a committee on geriatrics with Dr. Joseph 
T. Freeman as chairman. Other members are Drs. Edward L. 
Bertz, Charles L. Brown, William Dunbar, Thomas M. Durant, 
Edmund L. Housel, Richard A. Kern, Pascal F. Lucchesi, 
Henry F. Page Jr., Sholom O. Waife, and Lauritz S. YIvisaker. 


New Student Program Adds Field Experience.—The University 
of Pennsylvania has instituted in its School of Medicine a com- 
prehensive new program of teaching, training, and actual field 
experience for the benefit of medical students. Training the 
general practitioner for his job in public health service continues 
throughout the four years, and courses, lectures, observation 
tours, and field experience are now mandatory for all medical 
students at the university. The entire Philadelphia metropolitan 
area is the laboratory in which students work under the new 
plan. Dr. John P. Hubbard, George S. Pepper professor of public 
health and preventive medicine, is chairman of the department 
in which the new program is being carried out. A feature of the 
curriculum is an opportunity for first-year students to assume 
gradually increasing responsibility for the medical problems of 
a family assigned to the student and followed by him in the 
clinic, hospital, and home throughout his four years in medical 
school. The doctor-to-be assumes the role of physician for this 
family under close faculty supervision and learns many aspects 
of medical practice which he does not see in the clinic and the 
hospital wards. To date this part of the program has been offered 
on an elective basis to a limited number of students; but its 
popularity, both with students and faculty, indicates clearly that 
it is becoming an increasingly important part of medical training. 
A further innovation is the requirement that all students take up 
some type of medical work during the summer between the third 
and fourth years. 


Pittsburgh 

Mellon Lecture.—The 35th Mellon Lecture was given by Eliza- 
beth C. Crosby, Ph.D., professor of anatomy, University of 
Michigan Medical School, Ann Arbor, at the Mellon Institute 
Nov. 6 at 8:30 p. m. on “Central Nervous System Control of 
Eye Movements.” The Mellon Lectures are sponsored by the 
Scciety for Biological Research of the School of Medicine, 
University of Pittsburgh. 


TEXAS 

Hospital News.—The new eight-story Methodist Hospital of 
the Texas Medical Center in Houston was dedicated at public 
ceremonies November 10. Major gifts to the building fund of 
the new hospital included one million dollars from Mr. and Mrs. 
H. R. Cullen, $500,000 from the M. D. Anderson Foundation, 
and $100,000 from the H. C. Wiess family. The new hospital 
has many installations for saving time and energy. 


Dr. Ewalt Goes to Massachusetts.—Dr. Jack R. Ewalt, dean of 
the Postgraduate School of Medicine, Houston, has resigned to 
become commissioner of mental health for Massachusetts. Dr. 
Ewalt, who was professor of neuropsychiatry of the University 
of Texas Medical Branch and administrator of the Medical 
Branch hospitals in Galveston before going to Houston, will 
also have a teaching appointment in psychiatry at Harvard 
Medical School, Boston. 


VIRGINIA 

Analysis of Study of Multi-Test Clinic.—The first major analysis 
of the multi-test clinic as a community method of detecting 
remediable diseases in apparently well people has been published 
by the Health Information Foundation, 420 Le: ngton Ave., 
New York. The report, based on eight tests given to 40,000 
persons in Richmond, indicates that one out of four had signs 
of health defects or diseases and one out of eight had disease 
conditions not previously suspected. The Richmond multi-test 
clinic examined persons in the area free of charge for signs of 
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certain chronic diseases, including tuberculosis, heart defects, 
syphilis, hypertension, anemia, diabetes, obesity, and visual 
impairments. The survey was conducted early in 1950 by the 
Richmond residents themselves, through local agencies. A total 
of 1,592 persons were interviewed by foundation researchers, 
and information was secured on an additional 1,506. The 
average cost of the tests per person was $1.62, which was paid 
by voluntary health agencies, the Richmond Health Department, 
and the United States Public Health Service. The multi-test 
clinic in Richmond was planned by the Health Division of the 
Richmond Area Community Council, in cooperation with the 
Public Health Service and City Health Department. . 


WISCONSIN 


Postgraduate Course in Gastroenterology.—The University of 
Wisconsin Medical School, Madison, will present a course in 
gastroenterology December 11-13 under the direction of Dr. 
Karver L. Puestow, professor of clinical medicine. The sessions 
include clinics, lecture-type presentations, and a clinical-patho- 
logical conference. Advance registration is required. Due to 
space limitations, registration must be limited, and the first 30 
physicians to request inclusion on the class list will be accepted. 
Formal registration will be held at 8:30 a. m. December 11 in 
Building T-14. The fee for the course is $10, payable at the 
time of registration. 


GENERAL 


Four Proctologic Societies to Meet.—The quadrangular meeting 
of the New England, New York, New Jersey, and Philadelphia 
Proctologic societies will be held December 8 at the Warwick 
Hotel in Philadelphia following a dinner at 7 p. m. The program 
is as follows: 


Observations of Pilonidal Disease and War Time Experience, Richard 
A. Hopping, Newark, N. J. 

Colostomy Care and Management, A. W. Martin Marino, Brooklyn. 

Surgical Procedure for Complete Prolapse of the Rectum, E. Parker 
Hayden, Boston. 


Cerebral Palsy.—Between 15,000 and 22,000 babies of the 3 
million born each year in the United States have an incapaci- 
tating neurological handicap in the form of cerebral palsy alone, 
or in combination with a convulsive disorder or mental retarda- 
tion, according to Dr. Charles F. McKhann, Cleveland, medical 
director of the United Cerebral Palsy Associations. In the United 
States alone some 550,000 persons are known to have had 
cerebral palsy since birth. Additional thousands, including many 
adults, acquire this disorder as a result of injury or disease. 


Study of Multiple Sclerosis in Denmark.—A research program 
to perfect a technique of evaluating the course of multiple scle- 
rosis and experimental treatments used for it is underway in 
Copenhagen, Denmark, as a result of a grant made by the 
National Multiple Sclerosis Society, New York. The investiga- 
tion will be conducted by Dr. Paul Thygesen of Denmark, who 
has conducted research in multiple sclerosis for many years. 
To accurately follow the course of multiple sclerosis, patients 
are being given complete neurological examinations about every 
three weeks. 


Psychoanalytic Association Meeting —The midwinter meeting 
of the American Psychoanalytic Association will be held 
December 6-9 at the Waldorf-Astoria Hotel, New York, under 
the presidency of Dr. Robert P. Knight, Stockbridge, Mass. In 
addition to presentation of papers, the following roundtable dis- 
cussions will be held on December 8: 


Problems of Symptom Formation, with Special Emphasis on Phobic 
Symptom Formation, George Geré, Ph.D., New York, chairman. 
Schizophrenia in Childhood, Mary O'Neill Hawkins, New York, chair- 
man. 

Psychotherapy in Medical and Surgical Hospitals, Bernard Bandler, 
Boston, chairman. 

Danger and Leadership: A Problem of Group Psychology, Otto E. 
Sperling, Brooklyn, chairman. 


Urology Award.—The American Urological Association offers 
an annual award of $1,000 (first prize of $500, second prize 
$300, and third prize $200) for essays on the result of some 
clinical or laboratory research in urology. Competition is limited 
to urologists who have been in such specific practice for not 
more than five years and to men in training to become urologists. 
The first prize essay will appear on the program of the meeting 
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of the American Urological Association at the Chalfonte- 
Haddon Hall, Atlantic City, N. J., June 23-26, 1952. For details 
write the secretary, Dr. Charles H. de T. Shivers, Boardwalk 
National Arcade Building, Atlantic City, N. J. Essays must be 
in his hands before Feb. 15, 1952. 


Meeting of Medical Clinics—The American Association of 
Medical Clinics will hold its annual session at the Hotel May- 
fair, Los Angeles, December 3. The professional problems ses- 
sion will begin at 2 p. m. following the luncheon, at which Dr. 
John W. Cline, San Francisco, President of the American 
Medical Association, will be the speaker. Dr. Jean S. Felton, 
Oak Ridge (Tenn.) National Laboratory, will speak on “Indus- 
trial Medicine and the Group Clinic—A Mutually Advantage- 
ous Relationship.” He will be followed by Dr. Russel V. Lee, 
Palo Alto, Calif.. who will speak on “Research in Clinics by 
Outside Physicians.” The meeting will close with a panel dis- 
cussion on “Relations of Clinics to the Medical Profession and 
the Public,” with Dr. Bernard A. Watson, Clifton Springs, N. Y., 
as moderator. 


Fund to Preserve Old Yellow Fever Hut.—Near the town of 
Quemado in Cuba is an old wooden shack, the remaining one 
of two structures in which Dr. Walter Reed and his associates 
conducted experiments in 1900 leading to the conquest of 
yellow fever. Building No. 1, “the infected bedding building,” 
where volunteers slept for 21 nights without contracting the 
fever, was rediscovered in 1940 by Dr. Philip S. Hench of the 
Mayo Clinic, Rochester, Minn., and two companions. Dr. Hench, 
who has made an avocation of the Walter Reed epic, has sought 
for 10 years to have something done about preserving the ancient 
building. From $50,000 to $100,000 is needed to preserve it. 
The Cuban government has designated it a national monument 
and allocated $50,000 for protecting the building, but nothing 
constructive has been done. Dr. Hench volunteered to stand the 
cost of temporarily fortifying the structure, but the offer was 
declined because the Cubans wished to do the work themselves. 


Cerebral Palsy Organization Names Medical Director.—Dr. 
Charles F. McKhann, Cleveland, has been appointed to the 
newly-created position of acting medical director for United 
Cerebral Palsy Association. He will coordinate medical activities 
in the united attack on cerebral palsy in cooperation with the 
organization's two volunteer medical bodies. These are the Re- 
search Council, headed by Dr. Sidney Farber of Children’s 
Medical Center and Harvard Medical School, Boston, and the 
Medical Advisory Committee, of which Dr. Winthrop M. Phelps, 
director of Children’s Rehabilitation Institute, Cockeysville, 
Md., is chairman. Dr. McKhann is a consultant in pediatrics to 
the Surgeon General of the U. S. Army and president of the 
American Board of Pediatrics, Philadelphia. He is also president 
of the Medical and Chemical Associates Research Laboratories 
in Cleveland, which is seeking and testing drugs effective in 
cerebral palsy and convulsive disorders. He taught at Harvard 
Medical School and Harvard School of Public Health, at Peiping 
Union Medical College in China, and at the University of 
Michigan at Ann Arbor. 


Graduate Fellowships in Radiological Physics.—The Oak Ridge 
Institute of Nuclear Studies is receiving applications for Atomic 
Energy Commission Graduate Fellowships in Radiological 
Physics for the 1952-1953 school year. They are for study at 
two training centers, one at the University of Rochester, N. Y., 
in cooperation with Brookhaven National Laboratory, and the 
other at Vanderbilt University, Nashville, Tenn., in cooperation 
with Oak Ridge National Laboratory. In both cases the final 
three months of the fellowship will be spent at the national 
laboratory. Appointments are made for one year for specialized 
training in radiological physics. The annual basic stipend is 
$1,500. An additional $500 is allowed for a wife and $250 for 
each of two dependent children. University tuition and fees will 
be paid by the Oak Ridge Institute of Nuclear Studies. Applicants 
to be considered must hold an undergraduate degree at the time 
of entering the fellowship period and must be citizens of the 
United States. Information may be obtained from the heads of 
science and engineering departments of colleges and universities 
or from the University Relations Division, Oak Ridge Institute of 
Nuclear Studies, P. O. Box 117, Oak Ridge, Tenn. Applications 
must be received by the institute by March 1, 1952. 
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Society Elections.—Officers of the American . Therapeutic 
Society for 1951-1952 include Dr. Wendell B. Gordon, Pitts- 
burgh, president; Dr. Oscar B. Hunter, Washington, D. C., 
secretary, and Dr. Howard Wakefield, Chicago, treasurer. 
The Central Neuropsychiatric Association, meeting in St. Paul 
and Minneapolis October 19-20, chose the following officers for 
the coming year: Dr. Raymond Walter Waggoner, Ann Arbor, 
Mich., president; Dr. Lee M. Eaton, Rochester, Minn., vice- 
president; Dr. Hamilton F. Ford, Galveston, Texas, secretary- 
treasurer, and Dr. Frank H. Luton, Nashville, Tenn., counselor. 
The next meeting will take place in Nashville, Tenn., at an un- 
determined date in October, 1952. Following the annual 
meeting of the American Society of Anesthesiologists, Inc., in 
Washington, D. C., November 5-8, the following physicians 
assumed office: Dr. C. Walter Metz, Denver, president; Dr. 
Ralph T. Knight, Minneapolis, president-elect; Dr. J. Earl 
Remlinger Jr., Evanston, Ill., reelected secretary, and Dr. Moses 
H. Krakow, Bronx, N. Y., reelected treasurer. 


Animal Research in United States.—The legal status of animal 
research in the United States is illustrated in map form in a 
new booklet, “Expediting Medical Progress,” recently published 
by the National Society for Medical Research. The map shows 
which states now provide for the use of unclaimed animals in 
scientific studies, which states provide definite legal recognition 
of animal experimentation, and states with laws limiting bio- 
logical research. Also indicated are those cities which provide 
for the use of unclaimed pound animals in scientific studies. 
Four states (Minnesota, Wisconsin, South Dakota, and Okla- 
homa) and 27 cities now have specific laws or ordinances which 
save otherwise doomed pound animals for research use. Three 
states (Maine, Massachusetts, and Pennsylvania) now have laws 
which limit biological research. Fifteen states provide definite 
legal recognition of animal experimentation, and 26 are without 
either law or recognition in this respect. The book outlines the 
barriers to medical progress that have been promulgated by vari- 
ous antimedical research groups and describes the ways in which 
these barriers have been broken down through the program of 
the National Society for Medical Research. Copies of the book- 
let may be obtained from the society’s headquarters, 185 N. 
Wabash Ave., Chicago 1. 


Dermatology and Syphilology Meeting.—The annual meeting 
of the American Academy of Dermatology and Syphilology will 
be held in Chicago at the Palmer House December 8-13 with 
Dr. Donald M. Pillsbury, Philadelphia, presiding as president. 
Principal sessions will be held in the Palmer House December 
10-13, with special courses in histopathology and mycology 
scheduled for December 8-9 at the medical schools of the 
University of Illinois and Northwestern University. Special 
courses in x-ray and radium therapy, bacteriology of the skin, 
anatomy and embryology of the skin, and special problems in 
dermatohistopathology will be held Saturday and Sunday at 
the Palmer House. Special lectures will be given on “Bacterial 
Infections of the Skin,” by Dr. Pillsbury; “Recent Experience in 
the Use of Cortisone with Corticotropin (ACTH),” by Dr. 
Rachmiel Levine, Chicago; “The Present Status of Research in 
Cancer,” by Dr. Cornelius P. Rhoads, New York; “Clinical 
Significance of Disturbances in Sweat Delivery,” by Dr. Marion 
B. Sulzberger, New York, and “Newer Knowledge of Pituitary- 
Adrenal Physiology,” by Dr. Jerome W. Conn, University of 
Michigan, Ann Arbor. 


International Society for Geographic Pathology.—This society, 
whose activities were interrupted by the war, has been reorgan- 
ized. Infectious hepatitis will be the subject for the next confer- 
ence to be held in Liege, Belgium, July 15-18, 1952. The national 
committees in various countries are now collecting data on this 
subject for presentation at the conference. The International 
Society for Geographic Pathology was organized in 1938 by 
Prof. M. Askanazy of Geneva, Prof. L. Aschoff of Freiburg, and 
Prof. R. de Josselin de Jong of Utrecht. National committees 
were organized in some 26 countries. Dr. Virgil H. Moon of 
the University of Miami organized the National Committee for 
the United States. The method of procedure was to choose some 
disease entity and for the committees to gather all pertinent 
evidence concerning its etiology, clinical features, pathologic 
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features, geographic variations, and distribution in each of the 
several countries. This information was collected, abstracted, 
and presented as a basis for the program of each triennial con- 
ference. Subjects discussed have been cirrhosis of the liver, 
arterial sclerosis, and the anemias. Those who plan to attend 
the conference should make travel reservations far in advance. 
For information address Dr. Virgil H. Moon, Secretary, Medical 
Research Unit, University of Miami, Coral Gables, Fla. 


International Congress of Internal Medicine.—The second In- 
ternational Congress of Internal Medicine will be held in 
London from Sept. 15-18, 1952, at Friends House, Euston Road, 
London. N.W.1. Members of the International Society of In- 
ternal Medicine who intend to be present should send their 
names to the secretary of the Congress Committee. Communi- 
cations should be addressed to Sir Harold Boldero, Royal 
College of Physicians, 12 Pall Mall, East, London, S.W.1, not 
later than April 1, 1952. Nonmembers of the society who plan 
to attend should send in their names through their National 
Associations so that they reach the congress secretary in London 
by April 1, 1952. Dr. Albert M. Snell, 300 Homer Avenue, Palo 
Alto, Calif., would be glad to know of any who may be interested 
in such attendance. The following program has been drafted: 

Sept. 15, afternoon, Disturbances of Intestinal Absorption with Par- 

ticular Reference to Disorders of Fat Absorption. 

Sept. 16, morning and afternoon, Clinical Aspects of Disturbances of 

Fluid and Electrolyte Balance. 

Sept. 17, Some Aspects of Neurotropic and Myotropic Virus Disease. 

Sept. 18, morning, visits to hospitals. 

Abstracts of the communications of the chief speakers will 
be translated into English, French, and German and will be 
printed in advance by the Congress Committee so that they can 
be available to delegates: 


International Discussion of Alcoholism.—Twenty internationally 
known specialists led discussion groups at the first European 
seminar and lecture course on alcoholism in Copenhagen Octo- 
ber 29-November 2. The conference was sponsored by the 
Danish Government, in cooperation with the World Health 
Organization and the United Nations, and the participants repre- 
sented 11 countries. Lectures were given on the following sub- 
jects: alcoholism as a public health problem, alcohol metabolism, 
alcohol and nutrition, alcoholic mental disorders, tetraethyl- 
thiuramdisulfide (antabuse®) in the treatment of alcoholism, 
drinker types, the neurotic alcoholic, the criminal alcoholic, the 
alcoholic woman, and group therapy. The conference heard also 
a lecture on the work of “Alcoholics Anonymous.” The faculty 
of the seminar and lecture course was headed by E. M. Jellinek, 
Sc.D., of the World Health Organization, and Dr. Max Schmidt 
of Copenhagen. Other lecturers were Dr. Stjepan Betlheim, 
Zagreb; Dr. Leon Derobert, Paris; Dr. P. Esser, Amsterdam; 
Dr. Robert E. Fleming, Cambridge, Mass.; Dr. S. Forssman, 
Stockholm; Dr. L. Hakola, Helsinki; Dr. A. Jojer, Stockholm; 
Dr. E. Jacobsen, Copenhagen; Dr. G. Lundquist, Stockholm; Dr. 
I. Matte, Santiago de Chile; Dr. Jules H. Masserman, Chicago; 
Dr. Max Mueller, Berne, Switzerland; Dr. @. @degard, Oslo; 
Dr. H. Pullar-Strecker, London, and Dr. V. Wedeli-Wedellsborg, 
Copenhagen. 


FOREIGN 

Personal.—Dr. Herbert Pieter, professor of clinical medicine at 
the University of San Domingo, Dominican Republic, has been 
decorated by the French Government with the plaque of Cheval- 
ier de la Légion d’Honneur. 


Typhoid in Sicily —A total of 935 cases of typhoid fever was 
reported in Sicily for the month of September, according to the 
U. S. Public Health Service. An epidemic has been occurring in 
Augusta on the east coast. Over 300 cases have been reported 
in this area. 


Drug Research Institute in India.—The Council of Scientific and 
Industrial Research of India established six national laboratories 
during 1950 and will launch five more in 1951. According to a 
statement in Nature, the seventh of the series will be devoted to 
research on drugs. The city of Lucknow, in which is located a 
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university with a medical school and a teaching hospital, was 
selected. The government of the state offered the historic 
Chatter Manzil Palace as a gift to the council to house the pro- 
posed Drug Research Institute. The institute, it is reported, will 
promote drug research, test and standardize drugs discovered 
by the institute, provide expert advice for their further develop- 
ment and production, offer research facilities and advice to 
scientific workers, universities, and industry, organize controlled 
clinical trials of drugs in clinics, and disseminate scientific 
knowledge relating to drugs. The institute was developed under 
the guidance of Sir Edward Mellanby, who is to be succeeded 
by Dr. B. Mukerjee, director of the Drug Institute in Calcutta. 
The institute likewise has had the advantage of guidance of Col. 
R. N. Chopra. According to Colonel Chopra, the cost of essential 
drugs in India has been mounting higher and higher, whereas 
the masses in India are too poor to obtain treatment even for 
minor ailments. Sir Edward Mellanby emphasized that for 
nation’s health drugs can at best form the second line of defense; 
the first line must always be the public health services. He also 
pointed out that whereas a large number of the plants from 
which drugs in the pharmacopeia are made are already grown 
in this country, many of these drugs are imported in large 
quantities. 


DEATHS IN OTHER COUNTRIES 


Dr. Donald S. McEachern, associate professor of neurology 
at McGill University Faculty of Medicine, Montreal, and senior 
neurologist at the Montreal Neurological Institute, died at his 
home October 31, aged 47. He was president of the Canadian 
Neurological Society. 


EXAMINATIONS 


AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 

Nationa Boarp orf Mepicat Examiners: Parts I and II, Jan. 28-30. All 
centers where there are five or more candidates. Final date for filing 
application is Dec. 17. Exec. Sec., Mr. E. S. Elwood, 225 S. 15th St., 
Philadelphia 2. 


EXAMINING BOARDS IN SPECIALTIES 

AMERICAN BoarD OF ANESTHESIOLOGY: Various Locations, Jwy 18. Final 
date for filing application is Jan. 18. Sec., Dr. C. B. Hickcox, 80 Sey- 
mour St., Hartford 15. 


AMERICAN Board of DERMATOLOGY AND SyYPHILOLOGY: Written. Various 
centers. March 1952. Orai. Chicago, May 1952. Final date for filing 
application is Feb. 1, 1952. Candidates for these tests must have com- 
pleted three years of approved training prior to July 1, 1952. Sec., Dr. 
George M. Lewis, 66 E. 66th St., New York 21. 

AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. Chicago, May 1952. 
Final date for filing applications for the May 1952 examination is Jan 1, 
1952. Sec., Dr. W. J. German, 789 Howard Ave., New Haven 4, Conn. 


AMERICAN BOaRD OF OBSTETRICS AND GYNECOLOGY: Written. Feb. 1, 1952. 
Final date for filing applications was Nov. 1. Oral. Chicago, June 9-13, 
1952. Final date for filing application is Feb. 1, 1952. Sec., Dr. Robert 
L. Faulkner, 2105 Adelbert Road, Cleveland 6. 


AMERICAN BoarD OF OPHTHALMOLOGY: Written. Twenty-five centers, Feb. 
4-5, 1952. Sec., Dr. Edwin B. Dumphy, 56 Ivie Road, Cape Cottage, 
Maine. 

AMERICAN Board oF OrTHOPAEDIC SURGERY: Final date for filing applica- 
tions for the 1952 Part II examinations was Aug. 15. Final date for filing 
application for the 1952 Part I examination is Nov. 30. Sec., Dr. Harold 
A. Sofield, 122 S. Michigan Ave., Chicago 3. 


AMERICAN Board oF Pepiatrics: Written examination under local monitors, 
Jan. 11. This is the only written examination which will be given during 
1952. Oral. New York City, Feb. 1-3; St. Louis, Mo., April; Washington, 
D. C., May 3-5; San Francisco, late June; Chicago, October and Boston, 
late November. Exec. Sec., Dr. John McK. Mitchell, 6 Cushman Road 
Rosemont, Pa. 

AMERICAN Board oF PHysicaL MEDICINE AND REHABILITATION: Parts I 
and II, Chicago. June 9-10. Sec., Dr. Robert L. Bennett, Georgia Warm 
Springs Foundation, Warm Springs, Ga. 

AMERCIAN Board oF PsycniatRyY AND Ne&UROLOGY: Oral New York, Dec. 
17-18. Final date for filing applications was Sept. 1. Act. Sec., Dr. David 
A. Boyd Jr., 102-110 Second Ave., S.W., Rochester, Minn. 
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American Boarp or Rapro.ocy: Oral. Spring 1952. Final date for filing 
application is Dec. 31. Sec., Dr. B. R. Kirklin, 102-110 Second Ave., 
S.W., Rochester, Minn. 

AMERICAN BoarD oF SurGery: Written. Various Centers. March 1952. 
Final date for filing application was Dec. 1, 1951. The following written 
examinaiion will be given in October 1952. Sec., Dr. J. Stewart Rodman, 
225 S. 15th St., Philadelphia. 

BoarD oF THORACIC SuRGERY: Various parts of the country. Written. Feb. 
29, 1952. Final date for filing application is Jan. 15. Sec., Dr. William 
M. Tuttle, 1151 Taylor Ave., Detroit 2. 

AMERICAN BoarD oF Uroiocy: Chicago, Feb. 9-13, 1952. Final date for 
filing applications was Sept. 1. Sec., Dr. Harry Culver, 30 Westwood Rd., 
Minneapolis 16. 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION CLINICAL Session, Los Angeles, Dec. 4-7. 
Dr. George F. Lull. 535 N. Dearborn St., Chicago 10, Secretary. 


AMERICAN ASSOCIATION OF MepicaL Cuinics, Mayfair Hotel, Los Angeles, 
Dec. 3-4. Dr. Edwin P. Jordan, Box 114, Charlottesville, Va., Executive 
Director. 

AMERICAN PsyCHOANALYTIC AssociaTION, Waldorf-Astoria Hotel, New 
York, Dec. 6-9. Dr. LeRoy M. A. Maeder, 1910 Rittenhouse Square, 
Philadelphia 3, Secretary. 

AMERICAN SOCIETY FOR SURGERY OF THE HAND, Palmer House, Chicago, 
Jan. 25-26. Dr. J. H. Boyes, 1401 S. Hope St., Los Angeles 15, Secretary. 

ANNUAL CONGRESS ON INDUSTRIAL HEALTH, William Penn Hotel, Pitts- 
burgh, Jan. 18-19. Dr. Carl M. Peterson, 535 N. Dearborn St., Chicago 
10, Secretary. 

ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL Diseases, Hotel 
Roosevelt, New York, Dec. 14-15. Dr. Clarence C. Hare, 170 Maple 
Ave., White Plains, N. Y., Secretary. 

INTERNATIONAL MEDICAL ASSEMBLY OF SOUTHWEST TEXAS, Municipal Audi- 
torium, San Antonio, Jan. 22-24. Dr. John J. Hinchey, P. O. Box 2445, 
San Antonio 6, Secretary. 

Mepicat Pusiic RELATIONS CONFERENCE, Biltmore Hotel, Los Angeles, 
Dec. 2-3. Mr. Leo E. Brown, 535 N. Dearborn St., Chicago 10, Director. 

Puerto Rico Mepicat Association, Santurce, Dec. 12-16. Dr. Victor J. 
Montilla, P. O. Box 3866, Santurce, Secretary. 

RADIOLOGICAL SocreTy oF NortH America, Chicago, Dec. 3-7. Dr. Donald 
S. Childs, 713 E. Genesee St., Syracuse 2, N. Y., Secretary. 

SOUTHERN SURGICAL ASSOCIATION, The Homestead, Hot Springs, Va., Dec. 
44. Dr. John C. Burch, 2112 West End Ave., Nashville 5, Tenn. 
Secretary. 


INTERNATIONAL 

AUSTRALASIAN Mepicat Conoress, Melbourne Victoria, Australia, Aug. 
‘22-30. Dr. C. H. Dickson, Medical Society Hall, 426 Albert St., East 
Melbourne, Victoria, Australia, Hon. General Secretary. 

COMMONWEALTH AND Empire HEALTH AND TUBERCULOSIS CONFERENCE, 
Central Hall, London, England, July 8-13. Dr. J. H. Harley Williams, 
Tavistock House North, Tavistock Sgq., London, W.C.1, England, Sec- 
retary General. 

INTERNATIONAL COLLEGE OF SURGEONS, Madrid, Spain, May 20-24. Dr. 
Max Thorek, 850 West Irving Park Road, Chicago, Ill., U. S. A,, 
Secretary-General. 

INTERNATIONAL CONGRESS ON MENTAL HEALTH, Mexico City, Mexico, Dec. 
11-19. Mrs. Grace E. O'Neill, Division of World Affairs, National As- 
sociation on Mental Health, 1790 Broadway, New York 19, N. Y., 
U. S. A. 

INTERNATIONAL CONGRESS ON NEUROPATHOLOGY, Rome, Italy, Sept. 8-13. 
Dr. Armando Ferraro, 722 W. 168th St., New York, N. Y., U. S. A., 
Secretary General. 

INTERNATIONAL CONGRESS OF PHysIcaAL Mepicine, London, England, July 
14-19. Dr. A. C. Boyle, 45, Lincoln’s Inn Fields, London, W.C.2, 
England, Hon. Secretary. 

Latrs AMERICAN CONGRESS OF PHysiIcAL Mepicine, Panama City, R. P., 
Feb. 24-29. Dr. Cassius Lopez de Victoria, 176 East 71st St., New York, 
N. Y., U. S. A., Executive Director. 

NeuRORADIOLOGIC SyMPOsIUM, Stockholm, Sweden, Sept. 17-20. Docent 
Ake Lindbom, Symposium Neuroradiologicum, Serafimerlasarettet, Stock- 
holm K., Sweden, Secretary. 

Pan AMERICAN CONGRESS OF OPHTHALMOLOGY, Mexico City, Mexico, Jan. 
6-12. Dr. Luis Sanchez Bulnes, Gomez Farias 19, Mexico 4, D.F., 
Secretary-General. 

PAN AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY AND BRONCHOESOPHA- 
GoL_ocy, Havana, Cuba, Jan. 20-24. 

Pan AMERICAN CONGRESS OF PEDIATRICS, Montevideo, Uruguay, Dec 5-8. 
Dr. Maria Luisa Saldien de Rodriguez, Avenida 18 de Julio, 1246, 
Montevideo, Uruguay, General Secretary. 

Pan AMERICAN WOMEN’S ALLIANCE, Montevideo, Uruguay, Dec. 
2-8. Dr. Elizabeth Mason Hohl, 1234 North Vermont Ave., Los Angeles 
27, Calif., U. S. A., President. 
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Adson, Alfred Washington @ Rochester, Minn., professor of 
neurosurgery at University of Minnesota Graduate School, died 
in Midway Hospital, St. Paul, November 12, aged 64, of coro- 
nary occlusion. Dr. Adson was born in Terril, lowa, March 13, 
1887. He received his medical degree at the University of Penn- 
sylvania School of Medicine in Philadelphia in 1914. On July 1, 
1914, he entered the Mayo Clinic as a fellow in surgery and 
became a member of the permanent staff on Jan. 1, 1917. 
He was head of the section of neurological surgery until Octo- 
ber, 1946, when he became senior consultant. During World 
War I he was a first lieutenant in the medical reserve corps of 
the United States Army. In 1922 he was commissioned a major 
in the Officers Reserve Corps, and later a colonel. He was a 
member of the National Research Council’s subcommittee on 
neurosurgery. Dr. Adson was a specialist certified by the Ameri- 
can Board of Psychiatry and Neurology and the American 
Board of Neurological Surgery, of which he was chairman. 
He was a member of the founders group of the American Board 
of Surgery, past president of the Minnesota State Medical As- 
sociation, a fellow of the American College of Surgeons, a mem- 
ber of the American Surgical Association, Western Surgical 
Association, Society of Neurological Surgeons, American Neuro- 
logical Association (former president), Association for Research 
in Nervous and Mental Diseases, Association of Military Sur- 
geons of the United States, International Surgical Association, 
International Neurological Association, World Medical Asso- 
ciation, Société Internationale de Chirurgie, Central Neuropsy- 
chiatric Association, Western Surgical Association (vice-president 
in 1936), Minnesota Society for Neurology and Psychiatry (presi- 
dent in 1943), Minnesota Neurological Society, Minneapolis 
Surgical Society, and an associate member of the Minnesota 
Academy of Medicine. He was a member of Phi Rho Sigma, 
Alpha Omega Alpha, and Sigma Xi, and an honorary fellow 
of the Greek Surgical Society and the International College of 
Surgeons. From 1941 to 1948 Dr. Adson was a member of the 
House of Delegates of the American Medical Association. He 
served two three-year terms on the Association’s Council on 
Medical Service and was chairman of the council's seven-member 
committee on prepayment of hospital and medical service. Since 
1929 he had been a member of the state board of medical ex- 
aminers, serving as president for two years. He was a member of 
the Medical Council of the Veterans Administration, the council 
on medical service and public relations, advisory committee for 
the medical unit of the division of social welfare of the Minne- 
sota Department of Social Security, member of the Commission 
on Associated Medical Plans; chairman of the Minnesota State 
Medical Service Committee, and president of the Northwest 
National Conference. In 1948 he was awarded the honorary 
doctor of science degree from the University of Nebraska. In 
1933 Dr. Adson presented the third annual Walter M. Brickner 
Lecture at the Hospital for Joint Diseases in New York and the 
third annual Mayo Lecture on Surgery at Northwestern Uni- 
versity Medical School in Chicago. He was a contributor of 
more than 242 articles to medical journals. 


Groedel, Franz Maximilian ® New York; born in Bad Nauheim, 
Germany, May 23, 1881; Universitit Leipzig Medizinische 
Fakultit, Saxony, Germany, 1904; instructor at the University 
of Frankfurt from 1919 to 1934 and later professor on the 
medical faculty; served as director of Kerckhoff Heart Research 
Institute in Bad Nauheim, where he was cardiologist to the 
Heart Sanitarium from 1904 to 1934; chief of the x-ray depart- 
ment at the Holy Ghost Hospital, Frankfurt am Main, Germany, 
from 1910 to 1934; came to the United States in 1934; research 
fellow at the Biological Laboratories at Fordham University; 
consulting cardiologist, Lenox Hill Hospital; attending cardiolo- 
gist, Beth David Hospital; cardiologist, St. Anthony’s Hospital; 
past president of Deutsche R6ntgengesellschaft and Frankfurter 
ROntgengesellschaft; formerly member of the board of directors 


® Indicates Fellow of the American Medical Association. 
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of the German Heart Association and Deutsch Balneologische 
Gesellschaft; member of the American Heart Association, New 
York Heart Association, New York Cardiologist Society, Ameri- 
can Association of the History of Medicine, and International 
Society of Medical Hydrology; honorary member of the X-ray 
Society of Chicago, American College of Radiology, Medical 
Society of Bologne, Italy, and Hessian Roentgen Society; served 
as military surgeon during World War I; co-author with Dr. Paul 
R. Borchardt of “Direct Electrocardiography of the Human 
Heart”; author of many books, brochures, and articles on x-ray 
examination and diseases of the heart; died October 12, aged 70, 
of cerebral hemorrhage. 


Federspiel, Matthew N. ® Milwaukee; born Sept. 15, 1879; 
Milwaukee Medical College, 1910; also held a D.D.S. degree; 
member of the founders group of the American Board of Sur- 
gery; specialist certified by the American Board of Plastic 
Surgery, Inc.; fellow of the American College of Surgeons; life 
member of the Milwaukee Academy of Medicine; member of 
the American Dental Association, Wisconsin Academy of Den- 
tists, and the American Society of Orthodontists; associate clini- 
cal professor of plastic and maxillofacial surgery, emeritus, at 
Marquette University School of Medicine, where he served on 
the medical faculty for 22 years and on the dental staff for 38 
years; affiliated with Milwaukee County Hospital, St. Joseph’s 
Hospital, and St. Michael’s Hospital; author of the book, “Hare- 
lip and Cleft Palate,” published in 1927; died in Minocqua Sep- 
tember 6, aged 72, of pulmonary infarct. 


Wilcox, DeWitt Gilbert ® Newton, Mass.; born in Akron, Ohio, 
January 15, 1858; Homeopathic Hospital College, Cleveland, 
1880; an Associate Fellow of the American Medical Associa- 
tion; professor emeritus of gynecology at the Boston University 
School of Medicine; fellow of the American College of Sur- 
geons; past president of the New England Physical Therapy 
Society; served on the staff of Newton-Wellesley Hospital in 
Newton Lower Falls; on the staff of the Westboro (Mass.) State 
Hospital from 1920 to 1932; formerly practiced in Buffalo, 
N. Y., where he was for many years on the staffs of Buffalo 
Homeopathic Hospital and Erie County Hospital, and surgeon- 
in-chief at Lexington Heights Hospital; died September 26, aged 
93, of cardiorenal failure. 


Hartley, Harriet Louise # Philadelphia; born in New York, 
November 14, 1874; Woman’s Medical College of Pennsylvania, 
Philadelphia, 1903; served as professor of preventive medicine, 
hygiene, and public health at Temple University School of Medi- 
cine; member of the American Public Health Association; past 
president of the Pennsylvania Public Health Association, which 
in 1944 presented her an award of merit for outstanding work in 
child hygiene; for many years chief of child hygiene for the 
Philadelphia Bureau of Health; awarded the honorary degree of 
doctor of science from Philadelphia College of Pharmacy and 
Science in 1943; died October 18, aged 76. 


Bucher, Carl Joseph ® Philadelphia; born in Logansport, Ind., 
in 1890; University of Pennsylvania School of Medicine, Phila- 
delphia, 1916; associate professor of pathology at Jefferson 
Medical College of Philadelphia; member of the American As- 
sociation of Pathologists and Bacteriologists, College of Ameri- 
can Pathologists, Society of American Bacteriologists, and the 
American Society of Clinical Pathologists; specialist certified by 
the American Board of Pathology; served during World War I: 
director of the clinical laboratories of Jefferson Medical Col- 
lege Hospital; died October 9, aged 61. 

Anderson, William Sailer, Memphis, Tenn.; Medical Depart- 
ment of Tulane University of Louisiana, New Orleans, 1900; 
member of the American Medical Association; died September 
27, aged 74, of coronary occlusion and Parkinson's disease. 


Austin, John Watson, High Point, N. C.; Jefferson Medical Col- 
lege of Philadelphia, 1910; died August 20, aged 68, of carcinoma 
of the prostate. 
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Bakal, Sondra Florence, Brooklyn; Long Island College of 
Medicine, Brooklyn, 1934; on the staff of the Kings County 
Hospital; died in Mount Sinai Hospital, New York, August 22, 
aged 42. 

Barnes, John Wesley, Hudson, Mich.; Columbus (Ohio) Medical 
College, 1892; died July 23, aged 83. 


Barnett, James Miller ® Albany, Ga.; Atlanta College of Physi- 
cians and Surgeons, 1902; fellow of the American College of 
Surgeons; surgeon, Phoebe Putney Memorial Hospital; died 
September 12, aged 72, of coronary thrombosis and hypertension. 


Barnhardt, Harry A. # Pittsburgh; Medico-Chirurgical College 
of Philadelphia, 1897; on the courtesy staffs of Passavant and 
Pittsburgh hospitals; died August 11, aged 82, of coronary 
occlusion. 


Bartlett, Oliver Leslie, Pittsficld, Mass.; College of Physicians 
and Surgeons, medical department of Columbia College, New 
York, 1887; member of the American Medical Association; for 
many years on the staff of Pittsfield General Hospital; died 
October 8, aged 91. 


Billingsley, Clarence B., Fort Smith, Ark.; Memphis (Tenn.) 
Hospital Medical College, 1910; member of the American Medi- 
cal Association; affiliated with St. Edward's Mercy Hospital and 
Sparks’ Memorial Hospital, where he died September 11, aged 
69, of a heart attack. 


Blackburn, Mary Baker, Marion, S. C.; University of Nashville 
(Tenn.) Medical Department, 1899; died September 3, aged 74. 


Blackwood, Leslie W., Oak Park, Ill; The General Medical 
College, Chicago, 1923; medical examiner for the Pennsylvania 
Railroad for many years; on the staff of South Shore Hospital 
in Chicago; died August 6, aged 58, of coronary thrombosis. 


Bonney, Charles Austin Jr. ® New Bedford, Mass.; University 
of Vermont College of Medicine, Burlington, 1898; an associate 
fellow of the American Medical Association; fellow of the 
American College of Surgeons; served on the staff of St. Luke’s 
Hospital, died in Taunton recently, aged 74, of broncho- 
pneumonia. 


Booth, William Mason, Hartselle, Ala.; Vanderbilt University 
School of Medicine, Nashville, Tenn., 1902; died August 7, aged 
77, of cerebral concussion. 

Bounnell, Harry Matthew, Waynetown, Ind.; University of 
Louisville (Ky.) Medical Department, 1893; member of the 
American Medical Association; served during World War I; 
died in Culver Hospital, Crawfordsville, September 28, aged 83, 
of cerebral hemorrhage. 

Bowers, Merlin Hulbert, Mackinaw Island, Mich.; Detroit Col- 
lege of Medicine, 1910; died in Port Huron September 28, aged 
67, of tumor of the pancreas. 

Bratrude, Amos Presily, Antioch, Ill.; University of Illinois Col- 
lege of Medicine, Chicago, 1924; served during World War II; 
died in the Veterans Administration Hospital, Hines, October 8, 
aged 51, of bilateral subdiaphragmatic abscess due to carcinoma 
of sigmoid colon with perforation. 

Bressler, Alexander H. ® Wamego, Kan.; University of Louis- 
ville (Ky.) Medical Department, 1894; died in Genn Hospital 
September 18, aged 79, of cerebral hemorrhage and hyper- 
tension. 

Broady, George A., Houston, Texas; Physio-Medical College of 
Indiana, Indianapolis, 1891; died September 12, aged 86, of 
pneumonitis. 

Brunson, Peter Alexander ® Ridge Spring, S. C.; Medical Col- 
lege of Virginia, Richmond, 1906; died in the Camden (S. C.) 
Hospital September 10, aged 74, of carcinoma. 

Burns, Guy Wendell, St. Petersburg, Fla.; Chicago Homeo- 
pathic Medical College, 1895; died August 11, aged 82, of cere- 
bral hemorrhage. 

Bu Steed, Harry C. J., Ottawa, Ill.; Chicago College of Medi- 
cine and Surgery, 1913; member of the American Medical Asso- 
ciation; died September 6, aged 73, of carcinoma of the lower 
bowel. 


Colvert, George Washington, Miami, Okla.; Washington Uni- 
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versity School of Medicine, St. Louis, 1906; served during World 
War I; formerly on the staff of Miami Baptist Hospital; died 
in Veterans Administration Hospital, Muskogee, September 1, 
aged 71, of peritonitis and diverticulitis. 


Dixon, Howard Bucknam # San Francisco; Hahnemann Medi- 
cal College of the Pacific, San Francisco, 1913; affiliated with 
Southern Pacific, St. Luke’s, and Mary's Help hospitals; died’ 
September 21, aged 62. 


Dougherty, Barbara E., Chariton, lowa; Ensworth Medical Col- 
lege, St. Joseph, Mo., 1892; died July 20, aged 83, of carcinoma 
of the sigmoid. 


Dull, Cecil Fay # Richland Center, Wis.; Rush Medical Col- 
lege, Chicago, 1926; for many years health officer; served over- 
seas during World War I; died October 13, aged 55, of lung 
abscess and carcinoma of the gallbladder. 


Ebersole, Francis Fisher ® Mount Vernon, lowa; Johns Hop- 
kins University School of Medicine, Baltimore, 1906; past vice- 
president of the Linn County Medical Society; for many years 
on the staff of St. Luke’s Hospital in Cedar Rapids; died in 
Oxford, Neb., August 7, aged 73, of injuries received in an 
automobile accident. 


Eckstein, Arthur William, Grand Meadow, Minn.; Northwestern 
University Medical School, Chicago, 1912; died July 19, aged 64. 


Ehrenfried, Albert ® Boston; Harvard Medical School, Boston, 
1905; fellow of the American College of Surgeons; consulting 
surgeon at the Beth Israel Hospital, Boston City Hospital, Chil- 
dren's Hospital, and the Jewish Memorial Hospital; died in 
Massachusetts General Hospital September 25, aged 71, of 
adenocarcinoma of the right kidney with metastases. 


Fagen, Rodney Pierce, Des Moines, lowa; Drake University 
College of Medicine, Des Moines, 1912; served during World 
War |; member of the American Medical Association; formerly 
state health commissioner and secretary of the state board of 
medical examiners; at one time county physician; died in Mercy 
Hospital September 20, aged 65, of carcinoma. 


Fiore, Autino, Cambridge, Mass.; Tufts College Medical School, 
Boston, 1942; certified by the National Board of Medical Ex- 
aminers; member of the American Medical Association; com- 
missioner of public health; served during World War I; on the 
staff of Mount Auburn Hospital; died October 21, aged 34, of 
coronary thrombosis. 


Gately, Tracy Thomas ® New Orleans; Tulane University of 
Louisiana School of Medicine, New Orleans, 1917; specialist 
certified by the American Board of Radiology; served during 
World War I; member of the Radiological Society of North 
America and the American College of Radiology; served on the 
staffs of Hotel Dieu and Mercy Hospital, where he died August 
3, aged 56, of cirrhosis of the liver. 


Gentry, Isaac Lloyd, Maysville, Okla.; Tennessee Medical Col- 
lege, Knoxville, 1897; died in N. H. Lindsey Memorial Hospital, 
Pauls Valley, August 28, aged 83. 


Harry Homer @ Belleair, Fla.; Harvard Medical 
School, Boston, 1898; member of the Massachusetts Medical 
Society; fellow of the American College of Surgeons; formerly 
consulting surgeon, Sturdy Memorial Hospital, Attleboro, and 
Beverly (Mass.) Hospital, and surgeon-in-chief, Charlesgate Hos- 
pital, Cambridge; died October 5, aged 76, of pneumonia. 
Gibbs, Meyler David ® Santa Fe, N. Mex.; College of Physi- 
cians and Surgeons, Keokuk, lowa, 1896; from 1937 to 1940 
represented Harding County in the state house; died in St. Vin- 
cent Hospital October 22, aged 82, of arteriosclerosis. 


Goraczewski, Thaddeus Clemens, South Bend, Ind.; Marquette 
University School of Medicine, Milwaukee, 1936; member of the 
American Medical Association; died in St. Joseph Hospital 
August 23, aged 44, of coronary occlusion. 


Graham, Clarence Flack, Laconia, N. H.; Johns Hopkins Uni- 
versity School of Medicine, Baltimore, 1913; formerly on the 
faculty of the Albany (N. Y.) Medical College; member of the 
American Trudeau Society; served on the staff of the Hermann 
M. Biggs Memorial Hospital in Ithaca, N. Y.; died in Exeter 
August 7, aged 64, of coronary occlusion. 
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Guzzetta, Denis Philip, Milwaukee; Harvard Medical School, 
Boston, 1926; member of the American Medical Association; 
formerly clinical instructor in surgery at Marquette University 
School of Medicine; served on the staffs of Milwaukee County 
Hospital and Misericordia Hosptial; died in Columbia Hospital 
September 23, aged 49, of cerebral hemorrhage. 

Hagie, Franklin Eugene © Richmond, Ind.; College of Physi- 
cians and Surgeons of Chicago, School of Medicine of the Uni- 
versity of Illinois, 1911; fellow of the American College of 
Surgeons; served during World War I; affiliated with Reid 
Memorial Hospital; consulting surgeon, Richmond State Hos- 
pital; died September 12, aged 65, of myocardial insufficiency. 
Hall, Clyde William, Youngstown, Ohio; Ohio State University 
College of Medicine, Columbus, 1933; served as police surgeon; 
died in Sharon (Pa.) General Hospital September 11, aged 47, 
of injuries received when his automobile was struck by a train. 


Harrell, William S. Sr., Ruston, La.; Medical Department of 
Tulane University of Louisiana, New Orleans, 1891; died Octo- 
ber 6, aged 82. 
Hawkins, James E., Caraway, Ark. (licensed in Arkansas in 
1909); died October 5, aged 71, as the result of suffocation from 
smoke. 
Heileman, Jacob H., Waynesfield, Ohio; Starling Medical Col- 
lege, Columbus, 1897; died August 5, aged 87. 
Heller, Augustus Phillip, Centralia, Ill.; Chicago College of 
Medicine and Surgery, 1910; member of the American Medical 
Association; past president of the Marion County Medical So- 
ciety; died in Illinois Central Hospital, Chicago, October 26, 
aged 65, of myelogenic leukemia. 
Hill, Edgar Ward Jr., Marietta, Ohio; Ohio State University 
College of Medicine, Columbus, 1916; member of the Ameri- 
can Medical Association; served during World War I; past presi- 
dent, vice-president, and secretary-treasurer of Washington 
County Medical Society; on the staff of the Marietta Memorial 
Hospital; died September 2, aged 61. 
Howell, Elsey W., Oakton, Ky.; Hospital College of Medicine, 
Louisville, 1907; member of the American Medical Association; 
died July 30, aged 72, of uremia, arteriosclerosis and diabetes 
mellitus. 
Hutchison, Charles Wesley ® Los Angeles; College of Physi- 
cians and Surgeons of Chicago, School of Medicine of the Uni- 
versity of Illinois, 1908; for many years on the staff of Holly- 
wood Presbyterian Hospital, where he died September 18, aged 
68, of acute coronary occlusion. 
Illyes, Levi Roscoe, Palestine, Il.; Central College of Physi- 
cians and Surgeons, Indianapolis, 1898; member of the Ameri- 
can Medical Association; died recently, aged 78, of coronary 
occlusion. 
Keith, Algenon Watson, Stamps, Ark. (licensed in Arkansas 
in 1903); member of the American Medical Association; died 
* September 28, aged 70, of a heart attack. 
Klemm, William John, Culver City, Calif.; Starling Medical 
College, Columbus, Ohio, 1900; died August 9, aged 80, of heart 
block. 
Knight, Thomas Estin, Farmville, Va.; Medical College of Vir- 
ginia, Richmond, 1929; served during World War Il; affiliated 
with Southside Community Hospital, where he died August 16, 
aged 48, of carcinoma of the lung. 
Kruskal, Isaac David ® Brooklyn; University and Bellevue Hos- 
pital Medical College, New York, 1907; specialist certified by 
the American Board of Ophthalmology; member of the Ameri- 
can Academy of Ophthalmology and Otolaryngology; fellow of 
the American College of Surgeons; consulting ophthalmologist at 
the Maimonides and Jewish hospitals; died recently, aged 71. 
Lowry, James Barnett © Lakeland, Fla.; Vanderbilt University 
School of Medicine, Nashville, Tenn., 1894; University of Nash- 
ville (Tenn.) Medical Department, 1895; died July 22, aged 83, 
of arteriosclerotic heart disease. 
MacBurney, LeRoy, Great Falls, Mont.; Bennett Medical Col- 
lege, Chicago, 1911; member of the American Medical Asso- 
ciation; served during World War I; for many years county 
coroner and federal jail physician; died October 5, aged 65. 
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Manning, Harris W. ® Emporia, Kan.; Rush Medical College, 
Chicago, 1897; member of the American Academy of Derma- 
tology and Syphilology; on the staffs of the Newman Memorial 
County Hospital and St. Mary's Hospital, where he died Sep- 
tember 8, aged 83, of cerebral hemorrhage. 


Nast, Alfred G., Los Angeles; New York Homeopathic Medical 
College and Flower Hospital, New York, 1921; at one time 
on the faculty of the University of Michigan Medical School 
in Ann Arbor and the University of California Medical School 
in San Francisco; in 1925-1926 medical director of schools in 
Miami, Fla., where he was chief of the epidemiological service 
of the department of health; died August 11, aged 53, of arterio- 
sclerotic heart disease. 


Palmer, Jobe Judson, Needmore, Pa.; the Hahnemann Medical 
College and Hospital, Chicago, 1903; died July 3, aged 75, 
of cerebral hemorrhage. 


Ruch, Jake D., Indianapolis; Indiana University School of 
Medicine, Indianapolis, 1947; served a residency at Indianapolis 
General Hospital where he died recently, aged 27. 


Turner, Edward Wright, Belmont, Ohio; Ohio Medical Uni- 
versity, Columbus, 1900; member of the American Medical As- 
sociation; died in Ohio Valley General Hospital, Wheeling, W. 
Va., August 22, aged 76, of coronary thrombosis. 


Unger, Abraham, New York; Columbia University College of 
Physicians and Surgeons, New York, 1912; served during World 
War I; on the staff of Mount Sinai Hospital; died September 10, 
aged 62, of coronary disease. 


Vaden, Marshall Tate @ Buena Vista, Va.; Medical College 
of Virginia, Richmond, 1915; for many years physician and 
surgeon for the Chesapeake & Ohio Railway Company; affiliated 
with Jackson Memorial Hospital in Lexington, where he died 
August 8, aged 64, of cerebral hemorrhage. 


Van De Erve, Hubert, Menlo Park, Calif.; Rush Medical Col- 
lege, Chicago, 1905; formerly practiced in Carrington, N. D.., 
where he was health officer and county coroner; died August 
28, aged 77, of coronary thrombosis. 


Van Lue, Joyce Warwick ® Gettysburg, Ohio; Medical De- 
partment of the University of Cincinnati, 1913; served during 
World War I; member of the school board; on the staff of Wayne 
Hospital in Greenville; died in Massey, Ont., Canada, Septem- 
ber 1, aged 59, of coronary infarction. 


Wade, Carl Odis, Santa Ana, Calif.; University of Tennessee 
College of Medicine, Memphis, 1946; died September 16, 
aged 37. 

Waynes, Blaine Arlington, Tulsa, Okla.; Meharry Medical 
College, Nashville, Tenn., 1916; one of the founders of Moton 
Hospital, where he died September 13, aged 64. 


Weber, Joseph George, Chicago; Bennett Medical College, Chi- 
cago, 1915; member of the American Medical Association; on 
the staff of St. Elizabeth's Hospital, where he died Sept. 27, aged 
67, of chronic myocarditis. 


Williamson, James Holland, Danville, Ill.; Missouri Medical 
College, St. Louis, 1898; member of the American Medical As- 
sociation; died September 9, aged 79, of carcinoma of the 
kidney. 

Winn, John Harvey © Columbus, Ga.; Vanderbilt University 
School of Medicine, Nashville, Tenn., 1916; served during 
World War I; died September 17, aged 63. 


Withington, Alfreda Bosworth, North Adams, Mass.; Woman's 
Medical College of the New York Infirmary for Women and 
Children, New York, 1887; member of the American Medical 
Association and the Massachusetts Medical Society; died in the 
Pittsfield (Mass.) General Hospital October 1. aged 91, of hyper- 
tensive heart disease and arteriosclerosis. 


Woodroof, William Lowe, Newnan, Ga.; Atlanta College of 
Physicians and Surgeons, 1912; member of the American Medi- 
cal Association; died August 27, aged 70, of cerebral 
hemorrhage. 
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GOVERNMENT SERVICES 


PUBLIC HEALTH SERVICE 


Dysentery Among Korean War Prisoners.—The alarmingly high 
rate of dysentery among Chinese and North Korean prisoners 
of war in Korea has been reduced 75% by a team of Army, 
Navy, and civilian experts comprising Colonel Richard P. Mason 
of the Army Medical Service, Dr. Albert V. Hardy, consultant 
to the Armed Forces Epidemiological Board, and Dr. James 
Watt, chairman of the Commission on Enteric Infections of the 
armed forces. 

When this team was called to Korea last April, dysentery 
was raging among 150,000 Chinese and North Korean prisoners, 
most of whom had contracted the disease before surrendering 
to American forces. An average of 80 prisoners a day out of the 
group of 150,000 was being admitted to the dysentery wards 
of American POW hospitals. Dysentery has been widespread 
among the Korean population for centuries. 

The Army-Navy team acted swiftly, instituting intensive treat- 
ment procedures, including use of such antibiotics as terramycin, 
aureomycin, and chloramphenicol; it constructed new sewage 
facilities; and it set up a system for delousing all incoming 
prisoneys, dusting them with DDT, and giving them haircuts, 
showers, and clean clothes. 

These measures were taken on the island of Koje-do, 25 miles 
off the south coast of Korea, where the prisoners were concen- 
trated. The team set up ward and treatment tents and used per- 
sonnel of the Navy Ficet Epidemic Disease Control Unit and 
one of the Navy's laboratory ships for diagnostic procedures. 

The solution of the waste disposal problem was a spectacular 
achievement. Three mountain streams which flowed into the bay 
on which the POW compound was situated were dammed. To 
accomplish this South Korean and POW labor was used over a 
period of six months to construct temporary-style dams in each of 
the three river valleys, thus creating artificial lakes which could 
be tapped with no energy other than the force of gravity. Then 
underground conduits were dug throughout the compound and an 
adequate supply of clean water was made available for drinking, 
bathing, laundering, and waste disposal. 

The result of these and other measures was a sharp reduction 
in the incidence of dysentery and other intestinal diseases. The 
team is continuing its research and treatment activities and plans 
to return to the United States early next year. 

Besides Colonel Mason and Drs. Hardy and Watt, team mem- 
bers include Ensign David C. Hamerick, U. S. Navy; Captain 
Frederick J. Payne of the Army Medical Service; Drs. Marion 
M. Brooke, Kelsey C. Milner, Paul Weinstein, Don Machel, and 
Don Schliessman of the U. S. Public Health Service; Dr. William 
Frye, dean of the Louisiana State University School of Medi- 
cine, and Dwight Frazier of the Bureau of Laboratories of the 
Florida State Board of Health. 


Public Health Section in Burma.—Dr. Phillips F. Greene, 
formerly associate professor of surgery at the Medical College 
of the State University of New York, Brooklyn, from 1944- 
1950 associate dean at the Long Island College of Medicine, 
and for years head of the Department of Surgery, Yale in 
China (a medical school in China staffed by Yale University), 
has begun his assignment with the Public Health Section of the 
Economic Cooperation Administration Mission in Burma, join- 
ing 21 other Public Health Service officers who are stationed 
with the Burma Mission. 

The general objectives of the section are to improve the health 
and economy of the country by establishment of modern dis- 
ease control and sanitation programs. Special projects will in- 
clude programs to improve medical and nursing education, 
demonstration, and control projects for venereal disease and 
malaria control, and training in environmental sanitation. In 
addition to Dr. Leroy R. Allen, head of the section, the staff 
consists of 10 physicians, 4 nurses, 7 engineers, and | scientist. 

Dr. Greene is the third Public Health Service Officer to be 
assigned to the Medical College of the University of Rangoon, 
where he will teach surgery. Dr. George Adams is professor of 
pathology at the school and is also director of the laboratory 


of the college and hospital. Dr. Robert Page is acting as professor 
of pharmacology. 

A special demonstration and teaching project has been estab- 
lished in Aung San Village, located near Rangoon. The village 
is a rehabilitation camp established by the Burmese Govern- 
ment for insurgents who have surrendered. This project was 
designed to train the subprofessional health workers that will be 
required for the sanitation and disease control programs planned 
by the Government. Dr. E. N. Hesbacker is in charge of this 
demonstration. 

The venereal disease control program is under the direction 
of Dr, William W. Harris. Rapid treatment methods are demon- 
strated in Rangoon under a special project headed by Dr. O’Don- 
nald H. Sheppard. A malaria control demonstration that em- 
phasizes residual spraying has been established in Akyab, in the 
southern part of Burma. The project is directed by Dr. James 
Agna. Two other public health demonstrations are being con- 
ducted in Bassein and Taunggyi. They provide training in 
maternal and child health, sanitation, and the control of com- 
municable diseases. Dr. Sherwin Isaacson is in charge of the 
demonstration at Bassein. The demonstration at Taunggyi is 
under the direction of Dr. Martin P. Hutt. 


Survey of Working Conditions in India.—The Public Health 
Service announces that a team of three experts on industrial 
hygiene has been appointed to assist the government of India 
in a six-month survey of working conditions in selected industries. 

The survey, which was requested by the Indian Government 
under the United States Point IV Program, will be conducted 
in cooperation with the technical staff of India’s Ministry of 
Labor to determine the nature and extent of exposure to health 
hazards of workers in three chief industrial centers. 

The three-man team will make technical measurements and 

help develop safety and health standards and set up techniques 
and procedures for putting sound safety and health practices 
into use. Special attention will be given to regular inspections 
of work places, work injury record keeping, use of testing labo- 
ratories, and implementation of labor laws. An important part 
of the work will be training of industrial safety and health in- 
spectors. A series of seminars for selected personnel engaged 
in research and laboratory work will also be conducted by the 
team. 
Environment and Health.—The Public Health Service announces 
publication of “Environment and Health,” a book which dis- 
cusses health measures applied to the natural environment: 
water, air, food, and the forms of animals and plant life which 
affect public health, and man-made environment—the home, 
the school, the working place, the park, swimming pool, and 
playground—along with health aspects of man-made radiations. 
The final chapters deal with administration of environmental 
health programs and research. A chapter on environmental 
health deals specifically with new trends and developments. 

A limited edition of “Environment and Health” has been pub- 
lished for distribution to health departments, sanitary engineers, 
schools of public health, and other professional audiences. Copies 
are available from the Superintendent of Documents, Govern- 
ment Printing Office, Washington 25, D. C., at 75¢ each. 


Infant Mortality Decreased Seven Per Cent.—Infant mortality 
rates in the United States decreased 7% in the last year, accord- 
ing to the Office of Vital Statistics of the Public Health Service. 
The estimated rate in 1950 was 29.2 deaths under | year per 
1,000 live births, compared to a rate of 31.3 for 1949. The major 
part of the difference was for deaths of infants of 28 days through 
11 months, although some decrease occurred in the number of 
deaths of infants under 28 days old. Deaths in the neonatal period 
account for nearly 70% of all infant deaths. Since 1925 the infant 
mortality rate has declined 59%. 

Among the leading causes of infant death are congenital mal- 
formations, influenza and pneumonia, postnatal asphyxia, atelec- 
tasis, and birth injuries. The group of diseases of the digestive 
system that includes gastritis, enteritis, colitis, and diarrhea con- 
tinues as an important cause of death in infancy. 
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ITALY 


Convention of Cardiologists.—At the 13th National Convention 
of the Italian Society of Cardiology in Naples, the first report 
was on cor pulmonale, which was discussed by Professor 
Puddu, of the University of Rome. The second report, which was 
on the heart in pulmonary tuberculosis, was presented by Dr. 
Di Maria, also from the University of Rome. An additional 192 
papers were presented. The next convention of Italian cardiolo- 
gists will be held in Taormina. 

Professor Puddu defined cor pulmonale as the cardiopathy 
caused by a pulmonary hypertension that is not caused by cardiac 
lesions. The study of this disease concerns the heart, the pul- 
monary circulation, and the respiratory function. With regard to 
the examination of the heart, observations of physical nature are 
generally of little help; roentgenologic investigation may show 
the increasing enlargement of the right cavities, and electro- 
cardiographic examination may reveal the various pictures 
attributable to the two main forms of cor pulmonale: acute and 
chronic. Of much usefulness may be the determination of the 
velocity of the blood flow. The investigations of the pulmonary 
circulation should include the determination of the systolic, 
diastolic, and mean pressure in the right auricle, the right ven- 
tricle, and in the pulmonary artery. The capillary pressure and 
the quantity of blood circulating in the lungs should also be 
determined. It is also necessary to study the respiratory func- 
tion from the point of view of ventilation and of gaseous ex- 
change. The various mechanisms that alter these functions con- 
stitute the various forms of pulmonary insufficiency. The study 
of the pulmonary circulation and of the respiratory function re- 
quires complex techniques, today greatly improved, that permit 
a better cognizance of these functions in normal as well as in 
pathological conditions. 

Professor Puddu, in a short discussion of the anatomy and 
physiology of the pulmonary circulation, pointed out that in 
the lung there is a functioning circulation and a reserve circu- 
lation, and also that in addition to the capillary alveolar system 
there probably is an anastomotic arteriovenous system. From the 
etiological point of view, cor pulmonale may be due to anatomic 
alterations of the thoracic cavity, to diseases of the pulmonary 
parenchyma, to diseases of the pulmonary vessels, and to other 
diseases. The course can be classified in acute, subacute, and 
chronic. It is known that the syndrome of acute cor pulmonale 
may be due to many other causes besides pulmonary embolism. 

With regard to the general pathogenesis of this disease, it 
should be emphasized that the main mechanism of the cardiac 
lesion consists in the increased action of the right side of the 
heart owing to the increased pulmonary resistance that causes 
elevation of pressure in the arterial circulation. Another factor 
of the increased action of the right side of the heart may be 
found in an increased pulsation, as has been observed in some 
pulmonary diseases. Also, anoxemia may be a direct cause of 
cardiac lesions, and, in some cases of acute cor pulmonale, in 
addition to the aforementioned factors, there may be also col- 
lapse of the peripheral circulation, which may give rise to an 
ischemic condition of the myocardium. Some coronary con- 
strictive reflexes originating in the lung may lead to an ischemic 
condition of the myocardium. An example of acute cor pul- 
monale is Uhlenbruck’s syndrome. 

Subacute cor pulmonale may be due to metastatic lymph- 
angitis of the lung and also, in rare cases, to protracted throm- 
bosis of the pulmonary arteries in anemic persons. Chronic cor 
pulmonale arises from a pathological process of long duration, 
which leads to a slow and progressive increase of the arterial 
pressure in the pulmonary circulation. Among the many causes 
of the chronic form are parasites, interstitial pulmonary sclerosis, 
chronic emphysema, and, in particular, primary arteritis, hyper- 
tension of the pulmonary circulation, and the possible primary 
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disease of the alveolar wall. In diagnosis of the chronic cor 
pulmonale differentiation must be made between symptoms of 
pulmonary insufficiency and symptoms of cardiac insufficiency; 
this is a difficult but always very important task. Then the type 
of lesion, cardiac as well as pulmonary, should be determined. 
Sometimes differentiation of this disease from some congenital 
cardiac lesions is difficult. 

The hemodynamics of the chronic cor pulmonale was also 
discussed. Particularly interesting is the question of decompensa- 
tion with increased cardiac output. In these instances, the mech- 
anism of decompensation is characteristically shown by pre- 
mature anoxemia and gives an unusual aspect to all the 
hemodynamic reactions. In treatment one should consider the 
particular form of decompensation with increased output that is 
present in many of these patients and that modifies greatly the 
usual therapeutic response to the common cardiokinetics. An 
attempt should also be made to control anoxia, one of the main 
factors in the disease. 

The Heart in Pulmonary Tuberculosis ——Dr. Di Maria empha- 
sized that the opinions of phthisiologists on the possibility of 
heart lesions arising from tuberculosis have never been unani- 
mous. While, in fact, some authors affirm that the tuberculous 
disease cannot determine lesions or functional disturbances of 
the myocardial fiber, others insist that this tuberculous entity 
may be the cause of structural alteration and functional impair- 
ment of the heart. One may say that today the presence of 
tuberculous infection in the heart is infrequent. The same cannot 
be said with regard to the indirect influence of the tuberculous 
disease on the integrity and the functioning of the myocardial 
fiber by means of mechanical, physiopathological, and biologic 
factors. Examples of mechanical causes, that is, those that may 
alter the normal condition and the balance of the factors regu- 
lating the intrathoracic hemodynamics, are pronounced displace- 
ments of the mediastinal organs, pronounced blocking and de- 
struction of the vascular bed of the pulmonary circulation, and 
the “hydraulic press” action of coughing, according to the con- 
cept of Morelli. Physiopathological causes are those that in 
various ways may bring about and maintain conditions of myo- 
cardial anoxia. Biologic causes are represented by the toxinfec- 
tious action of the tuberculous agent on the myocardial muscle 
fiber, on the endocardium, and on interstitial heart tissue. 

Dr. Di Maria has made numerous and careful investigations 
of this problem from various points of view. On more than 3,000 
patients with chronic pulmonary ulcerofibrous tuberculosis, 
electrocardiograms were obtained with standard derivations as 
well as with Wilson’s precordial leads or with some particular 
derivations suggested by the author himself for the study of the 
right side of the heart. He has also made anatomicopathological 
and statistical investigations on all the autopsies performed at the 
Institute Forlanini in Rome in the last 10 years. He has made a 
study of the respiratory function according to the Knipping-Scoz 
method on about 2,000 persons. He determined the venous pres- 
sure in the upper extremities and the rhythm of circulation in 
patients with pneumothorax of one or both sides. He obtained 
symptomatic and physiopathological data with regard to the 
heart in patients who had undergone thoracoplasty. He made 
histopathological studies of the heart of experimental animals 
that died of experimental tuberculous infection or of continuous 
administration of tuberculous toxins. On the basis of the results 
of these numerous researches, Dr. Di Maria is inclined to con- 
sider tuberculosis as a morbid entity that may have a consider- 
able harmful action on the heart by various pathogenic mechan- 
isms. However, he believes that the changes in the heart during 
the course of a tuberculous disease are not the same as those 
seen during the course of other chronic diseases of the respiratory 
apparatus. Therefore, according to him, the term chronic cor 
pulmonale with regard to tuberculous disease should be replaced 
by the term cor tuberculare. Considering the possibility of the 
presence of a lesion of the heart, he suggests a systematic study 
of the functions of the heart and the respiratory system in persons 
who are to undergo surgical collapse treatment. 
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BELGIUM 


Gastroduodenal Perforations.—The Belgian Association of Sur- 
gery heard a report by Morelle, who, on the basis of his personal 
statistics (101 cases) and the experience of Herman Taylor, 
initiator of the aspiration method, concluded that gastroplication 
is not inferior to aspiration, provided that the delays of per- 
foration (12 and 24 hours) are taken into consideration. 

After this report Coryn presented statistics of gastrointestinal 
perforations treated at the Brugmann hospital. Preference was 
given to emergency gastrectomy (56 cases, with a mortality rate 
of 12%) rather than to simple gastroplication (30 cases, with a 
mortality rate of 36.6°). Dr. Coryn emphasized that the high 
mortality rate in the second group may be explained by the fact 
that gastroplication was reserved only for grave cases, in which 
gastrectomy did not seem to be justified. Samain routinely per- 
formed emergency gastrectomy in 121 cases of perforation, with 
a mortality rate of 3%. These excellent results are attributable 
to the use of dibucaine (nupercaine®) hydrochloride for spinal 
anesthesia, a method that, according to Samain, would definitely 
prevent shock. Aspiration should be considered only as a pre- 
paratory phase for gastrectomy. There are three indications for 
this intervention: (1) the pain, (2) the emotional strain endured 
by the patient during the time preceding the surgical interven- 
tion deferred for a long time, and (3) the economic factor, 
necessitating early resumption of activities by the patient. 

Smets presents the statistics of 331 patients operated on at the 
Saint Pierre Hospital. He divides these statistics in two parallel 
and comparable series representing consecutive phases in the 
development of surgical concepts. The mortality rate thus has 
been reduced from 25% to 3%. This spectacular improvement 
is related entirely to the use of antibiotics and to the effective 
preoperative and postoperative care and not to the preference 
given in recent years to early gastrectomy. The analysis of late 
results also convinces one that gastroplication yields only mod- 
erately beneficial results and that those obtained with gastrec- 
tomy are by far superior, the incidence of secondary peptic 
perforations being almost negligible. 

Legrand reports on 23 consecutive patients treated by aspira- 
tion combined with intraperitoneal injection of procaine peni- 
cillin without a single fatality. Aspiration is sometimes the only 
feasible method. Of 570 cases listed in the world literature there 
have been only 46 deaths, and, notably, in 23 cases surgical 
intervention was absolutely impossible. In summarizing the dis- 
cussion, the conclusion may be drawn that there is not a single 
method that may be used exclusively for the treatment of per- 
foration, but treatment varies with the individual case. 


Enuresis.—Dellaert of Antwerp reported in the Acta neuro- 
logiques et psychiatriques belges studies of the etiology and 
of the psychiatric syndrome of enuresis. This “social disease” 
strikes 5% of the infant population and must be consid- 
ered as an infantile form of neurosis. Contrary to inconti- 
nence, it can be defined as a psychomotor disturbance of 
micturition with physical integrity. The author discusses various 
associated organic symptoms that cannot be considered the real 
organic cause: spinabifida occulta, phimosis, adenoid vegetations, 
and cryptorchism, as well as various diatheses. In fact, four- 
fifths of persons with enuresis do not present externally any 
particular sign. Hereditary factors seem to intervene, being 
linked to irritability of the vesical walls or to an allergic com- 
ponent associated with a vagotonic state. The pathogenic role 
of deep sleep is doubted by the author. In regard to the mechan- 
ism of micturition, the author admits that cortical mechanisms 
of vesicourethral control may be present at birth, and this con- 
cept is based on the observation of behavior of the child at the 
time of the first micturition. He shows how the educators’ care- 
lessness and negligence lead to neurosis and psychogenic re- 
action, in which organic deficiencies direct the choice of the 
enuretic symptom, by which the most various conflicts can be 


exteriorized. 


Fractures of the Calcaneus.—During a special session of the 
Belgian Orthopedic Association, a report was presented on 
studies made in treatment of fractures of the calcaneus and of 
their sequelae. This is a problem that has not yet been com- 
pletely clarified. After discussing the anatomic and circula- 
tory conditions of the region, Belenger called attention to the 
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high incidence of subastragalar talipes valgus and its therapeutic 
corollary: reduction and application of plaster cast in varus posi- 
tion. The treatment must consist of an ambulatory plaster cast 
to make walking possible in cases of fracture without disloca- 
tion, of reduction in cases of dislocation, or of extension fol- 
lowed by arthrodesis in comminuted fractures. J. Gosset’s 
method consists essentially in (1) application of a Bohler’s splint 
to the substragalar joint with traction according to Kirschner’s 
method; (2) reduction by means of a pointed device of the type 
of Steinman’s pin introduced through the external aspect into 
the focus of the fracture and lowered downward and backward 
to lift up the thalamus; (3) a plaster cast to keep the pointed 
device in place for 30 days, then an ambulatory plaster cast for 
60 days. The speaker was reserved in regard to early arthrodesis, 
osteosynthesis, or the use of bone grafts, and in conclusion he 
stressed the importance of physiotherapeutic treatment and the 
absolute necessity of close collaboration of the surgeon with 
the physiotherapist. 

Prof. Mandruzzato of Brescia also emphasized the difficulty 
of effective therapeutics. He studied a large number of injured 
persons treated by extension and divided them in two groups, 
those with bad results (85%) and those with good results (15%). 
He concluded that the final result depends more on the unim- 
paired state of the articular surfaces than on the anatomic res- 
toration. In cases of unimpaired articular surfaces he uses a 
simple plaster covering a metallic splint, which pushes down- 
ward a transcalcaneous peg. In other instances, surgical explora- 
tion demonstrated that the problem is much more complex. 
After various tentatives, Mandruzzato, like many others, con- 
sented to early arthrodesis. This spares the patient long disa- 
bility and much pain. 


Low Back Pain.—At the Academy of Medicine, P. Glorieux re- 
ported on some causes of lumbago in a paper entitled: “Pain 
of Static Origin in the Lumbar Region.” He describes three 
types: 1. Neuralgia of the interspinous ligaments, interspinal 
nearthrosis or Baastrup’s disease, caused usually by violent and 
repeated contact of the spinous processes. It is frequently asso- 
ciated with greater density of the bone tissue of the upper and 
lower edges of the lumbar spinous processes. 2. The vertebrae 
of transition, sacralizations, and lumbarizations, which, as the 
speaker emphasizes, are not always painful when they are total 
and symmetrical, and give rise to scoliosis when they are uni- 
lateral. 3. Painful spondylolysis. The speaker stresses the char- 
acteristic aspects of the roentgenologic pictures taken in various 
exposures, as well as the abnormal aspects when roentgenologic 
examination is performed with the patient lying on his stomach 
and with the use of iodized oil (lipiodol®) as contrast medium. 


Vitamin Therapy and Urinary Tuberculosis.—In an article in 
the Scalpel, Stobbaerts reports the use of vitamin D in the 
therapy of renal tuberculosis. Massive and repeated vitamin 
therapy, under strict control, acts with greatest efficacy in 
parenchymatous stages of the disease and in bilateral renal 
tuberculosis. In ulcerocaseous tuberculosis nephrectomy will re- 
move foci, which may later flare up. Nephrectomy should be 
delayed until the patient’s resistance is increased. Vitamin 
therapy will have a prolonged favorable effect on the course 
of the sequelae of nephrectomy and will favor convalescence. 
Finally, in patients who for some reason cannot, or refuse to, 
undergo surgical intervention, massive vitamin D therapy will 
always cause improvement, although this effect may be tempo- 


rary. 


Medical Days.—The 25th anniversary of the Medical Days of 
Brussels was celebrated this year. These meetings were first or- 
ganized in 1920 by Dr. L. Mayer, Dr. R. Bernard, and Dr. R. 
Beckers; they were discontinued during the war, and in 1945 
the annual sessions were resumed. This year they assumed par- 
ticular importance. Prof. E. J. Bigwood, who presented the in- 
augural address, reviewed the development of biochemistry, 
emphasizing its increasing importance in the medical sciences. 
He appealed to the public to support scientific research, so that 
the University Laboratories can preserve their traditional role. 
He reminded the audience of the enlightened initiative of King 
Albert, the initiator of the National Funds of Scientific Re- 
search, whose work must be continued and extended. Among 


Vol. 147, No. 14 


the lectures given, was that of Dr. E. Donzelot (Paris) on sur- 
gical indications in mitral lesions, of Dr. D’Allaines (Paris) on 
surgical treatment of mitral stenosis, of Dr. M. Segers (Brussels) 
on recent progress in the diagnosis of mitra! disease, and of Dr. 
L. Christophe (Liége), who presented a color film on ventricular 
fibrillation. 

Dr. G. Fanielle (Liége) presented the history of massive vita- 
min D therapy, and pointed out the indications, inconveniences, 
and the mechanism of action of such therapy. In addition to the 
numerous lectures, many groups held their meetings on this occa- 
sion, among them the Belgian General Association of Dentists, 
the Belgian Association of Endocrinology, the Belgian Medical 
Association of Physical Education and of. Sports, the Belgian 
Association of Scientific Studies on Tuberculosis and on Pneu- 
mology, and the Medicosurgical Association of the National 
Association of Belgian Railroads. The final meetings were held in 
Ostende, with a tour to the Palace of the Thermae and a lecture 
on various aspects of utilization of radioactive isotopes. 


Coagulants and Anticoagulants.—The annual Congress of the 
Belgian Association of Surgery met in extraordinary session at 
Ghent. Coagulants and anticoagulants were discussed. Van der 
Linden reviewed the indications and contraindications of various 
general hemostatics, such as thrombin, fibrin foam, gelatin 
sponge, and alginic acid products. Van Wien discussed anti- 
coagulants. These substances were recently introduced for pre- 
vention and treatment of thrombosis. Heparin, bishydroxy- 
coumarin (dicumarol") and its derivatives, and phenylindane- 
dione proved the most promising clinically. The author presented 
a complete pharmacologic study of these various products and 
discussed in detail the question of controlling their activity. 
He then considered the method of administration and the results 
of anticoagulant therapy in the various types of venous throm- 
bosis: postoperative thromboembolism, thrombosis of the retina, 
and mesenteric thrombosis. 

Their usefulness in arterial thrombosis has proved to be 
considerably less, On the other hand, in vascular surgery, 
the use of heparin has permitted the safe performance of many 
delicate interventions. The report ended with a discussion on 
the administration of anticoagulants in certain infections, in 
neurologic disturbances such as multiple sclerosis, for the pre- 
vention of peritoneal adhesions, in burns, and in the cicatrization 
of wounds. 


Encephalitogenic Property of Vaccine.—Encephalitis occurring 
after vaccination against smallpox has recently been the sub- 
ject of discussion. At the Central Laboratory of the Ministry of 
Public Health, Nelis and Lafontaine investigated the pos- 
sibility of obtaining from an ordinary strain of vaccine a strain 
that would be regularly encephalitogenic. Their studies were 
also designed to determine whether, through the action of formal- 
dehyde, the encephalitogenic strain could lose this characteristic 
while maintaining its dermotropic properties. His results permit 
the following conclusions: 1. An average vaccinal virus may 
acquire constant encephalitogenic properties after a few re- 
peated passages to rabbits by intratesticular injection but with- 
out intracerebral injection. 2. The encephalitogenic tropism of 
the virus may be observed, whether it is inoculated into the 
skin, in the testicle, or in the brain. 3. This activation is accom- 
panied by classic changes in its dermotropic action. 4. This 
acquired encephalitogenic activity is lost through the action of 
weak concentrations of formaldehyde (0.1:1,000) during 48 hours 
at 20 C (68 F). 5. In the observed strain, the abnormal dermal 
manifestations presented by the activated virus disappear under 
repeated action of formaldehyde. 


Cancer of the Anus.—At the Belgian Society of Gastroenterol- 
ogy, Cogniaux, Simon, and Vigoni presented an important con- 
tribution concerning treatment of epithelioma of the anus. The 
authors present a report of 37 cases, in which treatment con- 
sisted mainly in irradiation by radon needles. The authors dis- 
tinguish two stages and even perhaps a third. The first stage 
comprises tumors 3 cm. in diameter, which do not grow upward 
and do not involve the periphery of the anus. It is at this stage 
that best results are obtained: the lesion is locally sterilized, but 
the sequelae (rectitis, sclerosis, radionecrosis) may not be 
avoided, nor can occasional recurrences. The second stage com- 
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prises tumors the circumference of which is not too great, but 
which grow upward or encircle the anus, as well as those tumors 
that already have metastasized. In some of these cases surgery is 
of no avail. Here, too, local sterilization may be obtained, but the 
undesirable effects are serious (rectitis, sclerosis, incontinence, 
radionecrosis). The authors feel that the technique should not 
be abandoned because of these sequelae, but should be improved. 


DENMARK 


Tuberculosis in Greenland.—During the last 30 years several 
reports on tuberculosis in Greenland have been published by 
Danish physicians more or less temporarily stationed in this 
dependency of Denmark. These reports, which are fair samples 
of diagnostic standards from time to time in most centers of 
medical science, have shown that tuberculosis in Greenland has 
behaved in much the same way as it has elsewhere in Europe. 
Here, as elsewhere, there are the various forms: primary infiltra- 
tions, primary complexes, exudative processes, and fibroses. The 
earlier reports, covering the years 1923-1935, depended largely 
on the older clinical tests with stethoscope and sputum examina- 
tions. During this period the tuberculosis rate was high, ranging 
from 12 to 20%. Among the more recent reports, based on 
modern tests, including radiologic examinations, is one by Dr. 
Mogens Fog-Poulsen who, in a community of 1,390 persons in 
the north of Greenland, found tuberculosis in 7%. Comparing 
stethoscopic with radiologic tests, he has come to the conclusion 
that the former are of doubtful value in the discovery of tubercu- 
losis. He employs the Moro tuberculin plaster test, and gives 
BCG to the negative reactors. Though his tuberculosis rate may 
seem to compare favorably with the tuberculosis rates of his 
predecessors, he insists that tuberculosis continues to be one of 
Greenland’s greatest scourges. This is not surprising, considering 
the conditions under which the Greenlander lives. Subsisting on 
seal-hunting, whaling, fishing, catching sea birds and collecting 
their eggs, he still lives in earth and stone buildings, at least as 
far as the outlying districts are concerned. These hovels may 
be warm enough but are difficult to keep clean. They are being 
replaced by wooden houses in the larger communities, where 
the old-fashioned furs and skins are being replaced by imported 
textiles. The fatalistic mentality of the good-natured Green!ander 
does little to encourage him to take active measures against 
tuberculosis. 


Cerebral Tumor Diagnostic Mistakes.—At the psychiatric depart- 
ment of the Bispebjerg Hospital, Dr. Frederik F. Wagner has 
undertaken an analytical study of the 49 patients with cerebral 
tumor entering this hospital in the 12-year period, 1939-1950, 
with mistaken diagnoses at the time of admission. During the 
same period there was a total of 31,348 admissions to this 
hospital, so that cerebral tumors constituted only 0.15% of the 
admissions. This is a remarkably low rate, considering that earlier 
investigations have shown such cases to constitute between 0.5 
and 2% of all hospital admissions. 

These 49 patients were sent to the hospital with a great variety 
of diagnoses, none of which proved correct. In as many as 16 
cases the original diagnosis was epilepsy. The correct diagnosis 
in these cases depended to a considerable extent on the frequent 
employment of air encephalography. The original and mistaken 
diagnosis was some form of psychosis in 19 cases, in 14 of which 
a depressive psychosis was diagnosed. It was noteworthy that 
among the total of 49 cases of cerebral tumor there were only 
4 in which there was not some kind of psychic disturbance. In 
37 of the 49 cases the correct diagnosis depended on a clinical 
examination in the hospital, and in 26 cases the diagnosis was 
verified at an operation. The diagnosis depended on a post- 
mortem in the remaining patients. The correct diagnosis had 
already been made in some cases before the postmortem. 

Dr. Wagner insists that the diagnosis of cerebral tumor may 
be difficult even at an advanced stage of the disease, and in many 
of his cases the tumor had already attained a considerable size. 
He has found little aid to correct diagnosis in general psychic 
symptoms, but he points out that when dementia sets in com- 
paratively early in life, it is well to suspect an organic lesion. 


ANIMAL EXPERIMENTS 


To the Editor:—A \etter from Dr. J. R. Baker, Prof. Sir Frederic 
Bartlett, Prof. A. C. Hardy, Dr. E. Hindle, Major C. W. Hume, 
and Dr. W. R. Wooldridge was published in the Lancet on Aug. 
6, 1949 (page 259), on the ethics of experiments on animals. 
The signatories wished to condemn as shocking to a normal 
human conscience experiments (referred to below) which were 
carried out in Canada and the United States in the investigation 
of shock. 

The thesis of their argument can be briefly summarized thus: 
(1) Experiments of this kind are too cruel to be justified. (2) 
There should be a limit to the doctrine that the end justifies the 
means. (3) In this country the Cruelty to Animals Act (1876) 
would operate and prohibit experiments of like severity to those 
carried out abroad on traumatic shock. 

References to the above experiments, not given in the letter, 
have now been obtained from Major Hume, who is director 
of the Universities Federation for Animal Welfare (U. F. A. W.) 
and who has stated that he was largely responsible for the pub- 
lication of the letter. 

In essence the experiments condemned in the letter were as 
follows. 

The work of Gregersen and Root was essentially a study on 
traumatic shock and was carried out at the request of the Sub- 
committee on Shock of the Committee on Medical Research, 
Office of Research and Development, U. S. A., the work being 
done in the autumn and winter of 1941. 

The object of the experiments was to determine, on the physi- 
cal signs, whether or not the condition produced experimentally 
was a true replica of the syndrome of shock as observed in man. 
A second objective was to determine the degree of blood volume 
reduction in traumatic shock, and its role in the development 
of the shock syndrome. At the time these experiments were per- 
formed this essential knowledge had yet to be gained. Previous 
evidence included much work which appeared to show that a 
reduction in blood volume was the most important single factor 
in traumatic shock. The evidence was not accepted as completely 
valid for two reasons. In the first place, there was controversy 
regarding the adequacy of methods for measuring blood volume. 
Secondly, the obvious disturbance in the blood flow in traumatic 
shock and the widely accepted view that excessive capillary 
leakage occurred in shock were considered adequate grounds for 
suspecting that the blood volume could not be determined in 
shock by any of the dilution methods. 

To decide these fundamental questions Gregersen and Root 
experimented on dogs. The dogs were anesthetized, and traumatic 
shock was induced by hammering the limbs. The animals were 
then allowed to come out of the anesthetic in a state of shock. 

The results reported in a series of papers by Gregersen and 
his colleagues showed: (1) The clinical signs displayed by the 
dogs were identical with those which in man constitute the syn- 
drome of secondary shock. (2) The validity of the dye-dilution 
methods for the measurement of plasma volume is not funda- 
mentally altered when the methods are applied to animals suf- 
fering from traumatic shock. (3) The blood volume is sig- 
nificantly and greatly reduced in traumatic shock, and the degree 
of reduction is related to the severity of the shock. 

The experiments of Noble and Collip were devised to repro- 
duce a required degree of shock. When research is planned 
to study the influence of some procedure or drug in the pre- 
vention or treatment of shock, great difficulty has been experi- 
enced in producing a consistent degree of shock in different 
experimental animals. It is therefore very hard to draw firm 
conclusions as to the merit or otherwise of the proposed method 
of treatment. 

Noble and Collip designed a drum in which anesthetized rats 
were rotated and during each rotation fell from the top of the 
drum to the bottom, a distance of some 18 inches. The effects 
were very variable. When unanesthetized rats were used, the 


CORRESPONDENCE 


J.A.M.A., Dec. 1, 1951 


mortality rate with a given number of falls was less than with 
anesthetized animals. The mortality rate was much more con- 
sistent, increasing with the number of falls. It has been found 
by many workers that anesthesia profoundly affects the response 
to injury. In order to achieve the purpose of the experiment, 
namely, to produce a similar degree of trauma with similar 
effects on different groups of rats, Noble and Collip found it 
was necessary to use unanesthetized animals. 

It should be emphasized that each single fall produced an 
extremely mild injury; no fractures or hemorrhages into the 
tissues were observed in these animals. In summary, Noble and 
Collip succeeded in producing a method by which relatively con- 
stant mortality rates could be produced in successive batches 
of animals. This enabled them to study, with some confidence 
in the validity of their results, the effects of various fractions 
of the adrenal cortex. No dramatic effects were, in fact, ob- 
served. However, there can be no doubt that their experiments 
were of considerable value taken in conjunction with the re- 
mainder of the great mass of experimental work on shock. 

One of the great medical achievements in World War II was 
the dramatic improvement in the treatment of battle and air 
raid casualties. The fundamental principle of the treatment of 
wound shock was “early and adequate blood transfusion.” This 
seems simple and obvious today. It was not so before the war. 
It required widespread and concentrated experimental work and 
clinical observations by a large number of experienced investi- 
gators in many different parts of the world to establish this prin- 
ciple. The work of Gregersen and his collaborators, and of 
Noble and Collip, formed an important part of these investiga- 
tions, which undoubtedly saved thousands of lives. 

One serious consequence of the letter is that, as could have 
been anticipated, it is being used as antivivisectionist propa- 
ganda abroad and is embarrassing our Canadian and American 
scientific colleagues. The antivivisectionist societies in their prop- 
aganda campaign actually quote the references we have ob- 
tained from Major Hume, and it is of interest to note that, 
although these references were not given in the original letter 
to the Lancet, the signatories to the letter stated they “will be 
given to responsible enquirers on request.”” We are unable to 
regard as responsible persons or societies whose avowed aim is 
the prohibition of all animal experiments, a measure which 
would be so profoundly against the public interest. The with- 
holding of references in the original letters seems, however, to 
have been pointless, if we are right in assuming that they were 
supplied on request to antivivisectionists, who could only want 
to use them for antisocial purposes. 

This ill-conceived letter concluded with an appeal to scientists 
to condemn as shocking such experiments, but in the subsequent 
correspondence in the Lancet no scientist of repute did in fact 
take part, let alone respond to this appeal. But the unfortunate 
consequence of this is that many of our Canadian and Ameri- 
can colleagues regard the views expressed in the original letter 
as representative of those of the generality of scientists over 
here. It is to disperse such a mistaken impression that this letter 
now appears. Of the signatories of the original letter, not one 
had ever had occasion to work on the difficult problem of shock, 
although three of them held, or had at some time held a Home 
Office license. We believe that scientists whose experience had 
brought them closer to this problem would have declined, and 
possibly did decline, to sign such a letter. All the signatories 
had this in common: they were members of U. F. A. W. Would 
not this admirable organization spend its efforts to better effect 
in combating cruelty where ignorance and indifference propa- 
gate it, instead of joining in the antivivisectionist witch hunt? 


H. BARCROFT 

O. G. EDHOLM 

W. LANE-PETTER 

J. D. ROBERTSON 

Research Defence Society 

11 Chandos St., London WI. 
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COMPARATIVE ANATOMY 


To the Editor:—Dr. Louis J. Karnosh has given us a strong 
article in his “Neurology and Human Emotions,” in THe Jour- 
NAL OF THE AMERICAN MEDICAL ASSOCIATION (147:289 [Sept. 22] 
1951). In the same issue of THE JouRNAL, among the book re- 
views, is mention of William King Gregory's two-volume work, 
“Evolution Emerging, A Survey of Changing Patterns from 
Primeval Life to Man.” I believe that the work of Dr. Karnosh 
and of Dr. Gregory, the first in human anatomy, the second in 
comparative anatomy, fit together. They mesh. It may not be 
too farfetched to mention that in the Oct. 6, 1951, issue of 
THE JOURNAL (page 568) the excerpt entitled “Medical Educa- 
tion” starts with “The most important element in medical edu- 
cation is theory. .” It seems that here we have three 
blocks in a jig-saw puzzle, theory being the middle block binding 
together the works of Dr. Karnosh and Dr. Gregory. 

Before 1914, Dr. Gregory had opened his laboratory of com- 
parative anatomy to graduate students in the department of 
biology in Columbia University. There were possibly six or eight 
of us. Once a week, leaving the university campus we spent an 
entire day in the American Museum of Natural History under 
Dr. Gregory. Some members of the class already held the degree 
of doctor of philosophy. I happened to be the one to have that 
of doctor of medicine. 

Therefore, it is my belief that cooperation between workers 
such as Dr. Gregory and anthropologists such as Dr. Ernest 
Albert Hooton of Harvard, and other men whom they might 
designate, can contribute a key to a certain number of problems 
facing Dr. Karnosh and his collaborators. 

The difficulties are self-evident—almost overwhelming. It will 
take much work on the part of wise locksmiths. But compara- 
tive anatomy holds the key which fits the tumblers in some of 
Dr. Karnosh’s locks. 

It is to be expected that Dr. Karnosh’s fine paper will stimu- 
late progress. It will mark the year 1951 as initiating an advance 
in our knowledge of the anatomy, physiology, and pathology 
of the emotions. 

SARAH PARKER Waite, M.D. 
186 Marlborough St., Boston 16, 


LACK OF STERILITY OF EYE MEDICAMENTS 


To the Editor:—There is no specific governmental regulation 
concerning the sterility of eye medicaments. Neither of the 
official compendia regulating the practice of pharmacy mentions 
the subject. As a result, even large pharmaceutical companies, 
supplying widely used and valuable drugs, dispensed on prescrip- 
tion in their original containers, are not required to adhere to 
any official standard procedure to insure sterility. If an indi- 
vidual retail pharmacist prepares a contaminated solution, since 
the drug is generally used by the patient immediately after prepa- 
ration, the concentration of organisms is low and may not cause 
infection. Even if an infection does occur, the incident, while 
unfortunate, is limited to the one patient and generally is traced 
quickly to its source. However, when a large manufacturer re- 
leases an infected batch of a compound, which may number 
thousands of units, the situation may become disastrous before 
the shipment is recalled. During the long time interval between 
manufacture of the drug and the final harrowing realization of 
the ophthalmologist that the eye medicament he prescribed is 
the cause of a serious secondary eye infection in his patient, 
many other contaminated bottles, which by that time may be 
loaded with organisms, have been prescribed and dispensed with 
confidence. 

Within the past three years, on at least three occasions, widely 
used eye drops were withdrawn from the market because of 
contamination. In two of these instances sulfonamide drugs used 
to treat infections were found to be grossly infected with patho- 
genic organisms. Recently, one brand of ophthalmic cortisone 
has been found to contain Pseudomonas aeruginosa (Bacillus 
pyocyaneus). The corneal ulcer resulting from pyocyaneus in- 
fection is perhaps the most serious one encountered in practice; 
even if the eye is saved serious loss of vision may occur. 

There are probably other instances of contamination of com- 
mercially prepared eye medicaments that are never publicized. 
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The importance of preparing sterile ophthalmic solutions, 
using the same rigid technique as for parenteral solutions, has 
beem recognized in many European countries. Both the British 
Codex and the British Pharmacopeia specifically require that 
eye solutions be made and dispensed under sterile precautions. 
This applies to local pharmacists as well as large manufacturers 
of pharmaceuticals. 

It would seem only reasonable, therefore, to expect in the 
United States specific regulations to insure the sterility of com- 
mercially prepared ophthalmic medicaments. The companies 
making them have the facilities to do so. 


Freperick H. THeopore, M.D. 
667 Madison Ave., New York 21. 


Henry Minsky, M.D. 
2 E. 95th St., New York 28. 


INSECTICIDE STORAGE IN ADIPOSE TISSUE 


To the Editor:—In the editorial “Insecticide Storage in Adipose 
Tissue” published in THE JouRNAL (145:735 [March 10] 1951), 
there are two points to which I would like to call your attention. 

The statement is made: “Dichlorodiphenyldichloroethane, 
another analog, is stored in body fat to an even greater extent 
than dichlorodiphenyltrichloroethane,” but its chronic effect is 
only half that of dichlorodiphenyltrichloroethane.” 

In supporting reference 9 of the editorial, it is not stated 
that dichlorodiphenyldichloroethane is stored to a greater extent 
than dichlorodiphenyltrichloroethane, the only statement bear- 
ing on dichlorodiphenyldichloroethane storage reading: “DDD 
also accumulated in fatty tissues.” On the basis of our own 
studies (Proc. Soc. Exper. Biol. & Med. 72:357, 1949) and those 
of Laug, Nelson, Fitzhugh, and Kunze (J. Pharmacol. & Exper. 
Therap. 98:268, 1950), both of these compounds are stored in 
fat to a similar degree, with the difference that dichlorodiphenyl- 
dichloroethane (DDD) is more rapidly eliminated from the fat 
than dichlorodiphenyltrichloroethane (DDT) on deletion of 
these materials from the experimental diet (unpublished data), 

In our experience with the relative chronic toxicity of the two 
insecticides, we have found (Jndust. Med. 17:477, 1948) that in 
feeding experiments on rats DDD is about one-third as toxie 
as DDT, 

H. B. Haac, M.D. 
Professor of Pharmacology 
Medical College of Virginia 
Richmond, Va. 


PNEUMOPERITONEUM 


To tHE Eprror:—In the Oct. 6, 1951, issue of THE JouRNAL 
(page 568), Hollander reports three cases of air embolism as a 
complication of pneumoperitoneum. In two patients the injection 
of air was made into the right upper quadrant of the abdomen. 
In the other case it is stated only that the needle was introduced 
into “the peritoneal cavity.” 

This is to report two additional instances of proved air em- 
bolism due to pneumoperitoneum occurring in the course of 
treatment for pulmonary tuberculosis. In both patients the in- 
jection was made into the right upper quadrant. There was one 
fatality. Autopsy revealed air in the right auricle and right 
ventricle with scratch and puncture marks on the inferior sur- 
face of the liver. The other patient recovered completely from 
a sudden episode of hemiplegia and collapse, which occurred 
during the pneumoperitongum injection. Air was aspirated from 
the right ventricle during the period of collapse. 

It is felt that the right upper quadrant of the abdomen is the 
one area where pneumoperitoneum injection is most hazardous. 
Presumably, this is due to the possibility of introducing air di- 
rectly into the liver. Since changing to an injection site 2 cm. 
to the left and 2 cm. inferior to the umbilicus, there have been 
no complications in several thousand pneumoperitoneum treat- 
ments at this institution. 

ALVIN KaTsMANn, M.D. 
Kings County Hospital 
Brooklyn 3. 
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BUREAU OF LEGAL MEDICINE 
AND LEGISLATION 


MEDICOLEGAL ABSTRACTS 


Evidence: Misleading Statements in Dentifrice Advertising.— 
This was a petition to review an order of the Federal Trade Com- 
mission. The order forbade, as misleading and likely to deceive 
the general public, certain advertising by the petitioner in regard 
to his toothpaste. The case was heard in the United States Court 
of Appeals, fourth circuit. 

The petitioner represented in advertisements (1) that, accord- 
ing to a national survey conducted in 1940 among thousands of 
dentists, twice as many dentists personally used Ipana toothpaste 
as any other dentifrice and (2) that more dentists recommend 
Ipana for their patients’ daily use than the next two dentifrices 
combined. These advertisements, according to the evidence, were 
based upon the answers to a questionnaire sent by the petitioner 
in 1940 “to each of 10,000 dentists out of 66,000 in the United 
States picked at random from the subscribers to two dental mag- 
azines.” The questionnaires asked: (1) What dentifrice do you 
personally use most often”? (2) What dentifrice do you most often 
recommend to your patients? In reply 1,983 questionnaires were 
received which contained 2,467 replies to the first and 2,364 re- 
plies to the second question. The replies exceeded the question- 
naires in number because some dentists named more than one 
product in their answers. Of the 2,467 replies to the first question, 
621 dentists replied that they used Ipana most often, whereas 
the four nearest competing products were preferred by 258, 189, 
144 and 128 dentists respectively. In answer to the second ques- 
tion, 461 dentists indicated that they most often recommended 
Ipana to their patients while the four nearest competing products 
were preferred by 195, 125, 106 and 94 dentists respectively. 
Of the 461 dentists who recommended Ipana to their patients, 
413 used it themselves and 48 did not use it. Other surveys con- 
ducted in 1941 and 1944 revealed substantially similar situations. 
Based upon the results of the survey, the petitioner published 
advertisements from which the casual reader would reasonably 
infer that careful inquiry amongst members of the dentist profes- 
sion had disclosed that a large majority of the dentists in this 
country not only used Ipana for themselves but recommended it 
to their patients. 

We are of the opinion, said the court, that the sweeping state- 
ments made in the petitioner’s advertisements were not justified 
by the answers to the questionnaire and that in consequence the 
advertisements were misleading and likely to deceive the general 
public. Certainly the average reader would not infer that the 
“positive proof” in the hands of the petitioner disclosed that per- 
sonal preference of only 621 dentists and the customary recom- 
mendation on toothpaste to patients by only 461 dentists out of 
the 66,000 dentists in the United States, or that less than 20% 
of those who had been questioned had taken the trouble to 
reply, so that the use and practice of the remaining 80% were 
unknown. It may well be, the court continued, that an accurate 
estimate of public opinion or practice can be obtained by a 
sampling process or survey, but the record is devoid of infor- 
mation on this subject and in the absence of the proof of 
the scientific principles, if any, which underlie the practice, we 
must rely upon the impression which the advertisements would 
be likely to make upon the mind of a man of ordinary intelli- 
gence. This is not to express the opinion, concluded the court, 
that all advertisements based upon surveys must be barred, but 
merely that the information in the possession of the manufac- 
turer in this case was insufficient to support its advertisements. 

The Commission's order to which the petitioner takes excep- 
tion also contained findings in respect to advertisements which 
represented to the public that the modern American diet consists 
of such soft, well-cooked foods that the gums do not get the exer- 
cise and stimulation which they need, and that massage with 
Ipana will provide such exercise and stimulation, and will make 
the gums firm and healthy, guard against “Pink Tooth Brush,” a 
bleeding of the gums sometimes due to disease, and prevent gum 
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trouble generally. The Commission's order was based upon find- 
ings that the preponderant weight of qualified dental opinion 
established the following facts: It is immaterial to the health of 
the gums whether the diet of a person is soft or coarse, and the 
modern American diet provides sufficient gum stimulation. The 
term “massage,” as used by dentists, means a careful downward 
stroking or squeezing pressure applied to a quarter inch of the 
gum margin and teeth. The term “massage,” as used in the manu- 
facturer’s advertisements, means to the general public a horizon- 
tal, vertical or rotary scrubbing of the teeth and the gums with 
the brush, or a similar rubbing with the finger. Such uninstructed 
massage, either with or without Ipana or any other toothpaste, 
does not stimulate circulation in the gums, impart firmness 
thereto, or prevent gum trouble in general or pink tooth brush in 
particular. Even carefully instructed and properly performed 


* massage is not needed in a mouth free from disease, and a lay- 


man is unable to ascertain whether or not he is in need of mas- 
sage. Ipana toothpaste is a cleansing agent only, without thera- 
peutic value, and possesses prophylactic value only insofar as it 
cleanses. 

The petitioner contends that these findings were not supported 
by substantial evidence insofar as they state that the use of Ipana 
in connection with massage has no beneficial effect. The testi- 
mony in support of the findings was given by four expert dentists 
who were distinguished in their profession and had published 
numerous articles in leading dental and medical journals. Two of 
them had published textbooks on dentistry. In opposition the 
petitioner produced one witness who had been educated in medi- 
cine, had been a medical director in industry and in the army, 
and was employed by the petitioner at the time of the trial. His 
testimony differed in material points from that of the Commis- 
sion’s experts. In our opinion, said the court, the Commission was 
justified in giving preference to the testimony of the experts who 
supported the allegations of the complaint and who, so far as the 
evidence shows, were the persons best qualified in the field to 
form a trustworthy judgment upon the matters under investiga- 
tion. Opinion evidence based on the general medical and pharma- 
cological knowledge of qualified experts has often been held to 
constitute substantial evidence, even if the experts have had no 
personal experience with the product, and this has been done 
even where witnesses who had personally observed the effects of 
the product testified to the contrary. Accordingly the order of 
the Federal Trade Commission forbidding the use of the adver- 
tisements in question was affirmed.—Bristol-Myers Co. v. Fed- 
eral Trade Commission, 185 F. (2d) 58 (1950). 
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NEW FILM ADDED TO A. M. A. LIBRARY 


How to Catch a Coid: 16 mm., color, sound, showing time 10 minutes, 
Produced in 1951 by Walt Disney Productions, Hollywood, for Inter- 
national Cellucotton Products Co. Procurable on loan (service charge $1) 
from Committee on Medical Motion Pictures, American Medical Associ- 
ation, 535 North Dearborn St., Chicago 10. 


The theme of this animated motion picture cartoon is that 
it takes common sense to fight the common cold. Two humorous 
creations of Walt Disney Studios, Common Man and Common 
Sense, combine to illustrate the scientific do’s and don’t’s of cold 
prevention. They show how to catch a cold, how colds are spread, 
how a day or so in bed can help protect a family, office, school, 
or an entire community and that a so-called “simple” cold may 
actually be the first symptom of a more serious illness. The 
illustration and discussion of the contagiousness of colds is espe- 
cially well done. The entire presentation is done well enough 
so that it could be used alone. However, it will provide an 
excellent basis for further discussion by a physician or health 
educator on the theme of cold prevention. 

The appeal of this film is universal. It is simple enough to 
be used in the elementary grades and yet will hold the attention 
of an audience of adults. The photography, animation, and 
narration are excellent. 
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A.M.A. Arch. Indust. Hyg. & Occup. Med., Chicago 
4:193-296 (Sept.) 1951 


Methyl Bromide Fumigation and Control in Date-Packing Industry. 
F. R. Ingram.—p. 193. 

Arsenic and Cancer: Observations in Metallurgical Industry. L. S. 
Snegireff and O. M. Lombard.—p. 199. 

Effect of Bituminous Coal Dust and Smoke on Lungs—Animal Experi- 
ments: I. Effects on Susceptibility to Pneumonia. F. J. Vintinner and 
A. M. Baetjer.—p. 206. 

Effect of Aluminum Dust on Susceptibility to Lobar Pneumonia—Animal 
Experiments. F. J. Vintinner.—p. 217. 

*Etiologic Factors in Bronchiogenic Carcinoma, with Special Reference 
to Industrial Exposures: Reports of 857 Proved Cases. E. L. Wynder 
and E. A. Graham.—p. 221. 

Evaluation and Significance of Physical Fitness for Moderate Work: 
Study of Patients with Cardiovascular or Pulmonary Diseases. R. A. 
Bruce, F. W. Lovejoy Jr., P. N. G. Yu and M. E. McDowell.—p. 236. 

*Beryllium Excretion in Humans. F. W. Klemperer, A. P. Martin and 
J. Van Riper.—p. 251. 

Clinical Observations on Toxicology of Boron Hydrides. H. M. Rozen- 
daal.—p. 257. 

Toxicology of Two Butoxypolypropylene Glycol Fly Repellents. C. P. 
Carpenter, F. H. Critchfield, J. H. Nair II. and C. B. Shaffer. 
—p. 261. 

Coal Workers’ Pneumoconiosis: Pathological and Etiological Considera- 
tions. A. G.. Heppleston.—p. 270. 


Etiological Factors in Bronchiogenic Carcinoma.—Results are 
reported of a survey of 857 patients, 803 men and 54 women, 
with proved bronchiogenic carcinoma. Of the men, 760 had 
epidermoid, undifferentiated, or unclassified bronchiogenic car- 
cinoma and 43 had adenocarcinoma. Of the women, 32 had 
epidermoid or undifferentiated carcinoma and 22 had adeno- 
carcinoma. One of the several factors that may cause primary 
carcinoma of the lungs is intrinsic, since not every person ex- 
posed to carcinogenic substances contracts cancer of the lungs. 
The nature of this intrinsic factor remains unknown for the 
present. Data collected through personal interviews of the 
authors’ patients suggest that exogenous factors seem to be 
of equal importance in the development of lung cancer. Some 
occupations, which are associated oftener than expected with 
the lung cancer group, seem to play a part in this regard, though 
decisive statistical evidence is lacking. Workers in such occupa- 
tions include metal workers and painters, and workers exposed 
to excessive fumes of oils, gasoline varnish, and wood dust. 
City dusts and fumes cannot account for the increased incidence 
of lung cancer. The authors believe that tobacco smoking is the 
most important factor to explain the universal and predomi- 
nantly male increase in lung cancer incidence. Of the 760 men 
with epidermoid, undifferentiated, or unclassified bronchiogenic 
carcinoma, 9.7% were moderately heavy smokers and 86.2% 
were heavy, excessive, or chain smokers, while only 1.4% were 
nonsmokers and 2.6% were light smokers. The greater the 
amount of tobacco smoked, the greater seems the risk of primary 
carcinoma of the lung. The data presented in this survey as well 
as in other recent large-scale investigations should lead investi- 
gators to concentrate their efforts in an attempt to identify and 
possibly isolate carcinogenic agents in tobacco smoke and in 
certain industrial subtances, with the hope that by their removal, 
or at least reduction, the incidence of primary cancer of the 
lungs may be decreased. 


The Association library lends periodicals to members of the Association 
and to individual subscribers in Continental United States and Canada 
for a period of five days. Three journals may be borrowed at a time. 
Periodicals are available from 1940 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied with 
Stamps to cover postage (6 cents if one and 18 cents if three periodicals 
are requested). Periodicals published by the American Medical Associ- 
ation are not available for lending but can be supplied on purchase order. 
Reprints as a rule are the property of authors and can be obtained for 
permanent possession only from them. 


An asterisk (*) before a title indicates that the article is abstracted. 


MEDICAL LITERATURE ABSTRACTS 


Beryllium Excretion in Humans.—The amounts of beryllium 
excreted in the urine by 20 patients with chronic pulmonary 
granulomatosis, by 35 persons not, so far as known, exposed to 
beryllium, and by 15 healthy workers in the beryllium industry 
were determined in 24 hour collections. Beryllium was not de- 
tected in the urine of any of the persons who had not had occu- 
pational exposure to beryllium. Of the 20 patients with chronic 
pulmonary granulomatosis, only 12 excreted detectable amounts 
of beryllium. Their daily excretion was found to be nearly con- 
stant during the experimental period. Beryllium was detected in 
the urine up to 10 years after cessation of exposure. In the urine 
of the healthy beryllium workers the amount of beryllium was 
comparable to that observed in the urine of patients with pul- 
monary granulomatosis who had worked in similar industries. 
The determination of beryllium in the urine, therefore, is of 
little value for the diagnosis of chronic pulmonary disease, 
because the excretion of beryllium indicates only past exposure. 
The excretion of beryllium appears to depend on the solubility 
of the inhaled material, since the highest excretions were ob- 
served in persons exposed to soluble beryllium. 


A.M.A. Arch. Internal Medicine, Chicago 


88:271-418 (Sept.) 1951 


*Effect of Large Doses of Aureomycin on Human Liver. M. H. Lepper, 
C. K. Wolfe, H. J. Zimmerman and others.—p. 271. 

Effect of Large Doses of Aureomycin, Terramycin, and Chloramphenicol 
on Livers of Mice and Dogs. M. H. Lepper, H. J. Zimmerman, 
G. Carroll and others.—p. 284. 

Clinical Evaluation of 4-Hydroxycoumarin Anticoagulant No. 63. R. Rotter 
and O. O. Meyer.—p. 296. 

*Effect of Corticotrophin and Cortisone on Blood in Various Disorders 
in Man. M. M. Wintrobe, G. E. Cartwright, J. G. Palmer and others. 
—p. 310. 

Prerenal Proteinuria: I. Particle Size. T. Addis, E. Barrett, L. G. Poo and 
H. Ureen.—p. 337. 

Id.: Il. Observations on Urinary Protein. E. C. Persike.—p. 346. 

Id.: II. Electrophoretic Studies. E. Jameson and T. Addis.—p. 350. 

Use of Mixtures of NPH and Unmodified Insulins. J. W. Stephens, 
R. M. Donaldson Jr. and A. Marble.—p. 356. 

Pneumatosis Cystoides Intestinalis. S. Schorr, T. D. Ullmann and 
S. Laufer.—p. 362. 

Nonclostridial Gas Infection in the Diabetic: Review of Literature and 
Report of Three Cases. M. Spring and S. Kahn.—p. 373. 

Clinical Significance of Pleuropericardial Cyst. K. M. Lippert, H. Potozky 
and I. K. Furman.—p. 378. 

Metabolic Problems Arising in Management of Congestive Heart Failure. 
G. E. Bergner, J. H. Hutchinson, J. W. Koehler and E. L. Czebrinski. 
—p. 387. 


Effect of Aureomycin on the Liver.—During the past 30 
months the authors of this report treated 61 adults and 42 
children with aureomycin intravenously. Of these, 14 also re- 
ceived aureomycin orally. In the latter group, after therapy, 
seven displayed signs of liver dysfunction and liver enlargement. 
Four had clinical jaundice, and hyperbilirubinemia was present 
in an additional patient. Pathological changes were found in the 
liver of five patients who died and on biopsy in a sixth patient. 
Two of the subjects who were given aureomycin intravenously 
were studied by means of serial liver-function tests, which showed 
diminution of liver function. The pathological changes in the 
liver appeared to be reverstble when the condition was recog- 
nized early and aureomycin therapy was discontinued. Intra- 
venous doses of aureomycin totaling less than 2 gm. a day in 
adultS were not accompanied by evidence of liver dysfunction 
or injury, nor have these conditions been observed in more than 
1,300 patients to whom aureomycin was given orally. The doses 
of aureomycin that caused these changes in the liver are now 
considered to be excessive. Aureomycin should not be given 
intravenously in large doses. It is suggested that, when aureo- 
mycin is administered orally in addition, no more than | gm. 
of aureomycin a day should be given by the intravenous route. 
When adjuvant oral therapy is not employed, 2 gm. of aureo- 
mycin a day given intravenously would seem to be the maxi- 
mum dose. For children a maximum intravenous dose of 40 
mg. per kilogram of body weight is recommended. 
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Corticotropin and Cortisone in Blood Disorders.—Corticotro- 
pin (ACTH) or cortisone was administered to 40 patients with 
a variety of disorders affecting the hemopoietic system. Im- 
provement in the clinical condition, as well as in the hemato- 
logical picture, was noted in 5 of 11 patients with acute leu- 
kemia, in 3 of 4 patients with acquired hemolytic anemia, in 
2 of 4 patients with disseminated lupus erythematosus, in all 3 
patients with rheumatoid arthritis, and in 1 patient with idi- 
opathic thrombopenic purpura. In addition, one patient each 
with multiple myeloma, terminal lymphosarcoma, chronic lym- 
phocytic leukemia, and reticulum-cell sarcoma involving the 
bone marrow showed diminution in the number of abnormal 
cells in the marrow and regeneration of erythroid cells, although 
there was no clinical improvement. One patient, who had mye- 
lophthisic anemia, showed a decided increase in the nucleated 
red blood cells in the peripheral blood. One patient, with ad- 
vanced Hodgkin's disease, had symptomatic improvement and 
reduction in fever but no hematological change. Slight reticulo- 
cytosis with no other effects was noted in two patients with per- 
nicious anemia in relapse, and there was a decrease of purpura 
in two patients with aplastic anemia. No effects, other than 
adrenal-cortical hyperfunction, were noted in patients with 
chronic lymphatic leukemia, periarteritis nodosa, myelofibrosis, 
portal cirrhosis, chronic idiopathic neutropenia, and anemia as- 
sociated with chronic pyelonephritis. The mode of action of 
these hormones may be related to the effects of adrenal-cortical 
hormones in producing lymphocytolysis, increased hemopoiesis, 
and alterations in immune reactions. These hormones may be of 
much value in patients with acquired hemolytic anemia and 
idiopathic thrombopenic purpura. 


A.M.A. Arch. Surgery, Chicago 
63:279-412 (Sept.) 1951 

The Surgical Resident: Presidential Address. W. G. Maddock.—p. 282. 

Plastic Sponge Which Acts as Framework for Living Tissue: Experi- 
mental Studies and Preliminary Report of Use to Reinforced Abdominal 
Aneurysms. J. H. Grindlay and J. M. Waugh.—p. 288. 

Experimental Gastrojejunal Ulcers Due to Antrum Hyperfunction. L. R. 
Dragstedt, H. A. Oberhelman Jr. and C. A. Smith.—p. 298. 

*Evaluation of Five Years’ Experience with Vagotomy in Treatment of 
Chronic Peptic Ulcer. E. M. Miller, A. Knight and J. H. Olwin. 
—p. 303. 

Diagnosis and Treatment of Superior-Vena-Cava Obstruction. K. P. 
Klassen, N. C. Andrews and G. M. Curtis.—p. 311. 

Pulmonary Resections for Metastatic Lesions. J. L. Ehrenhaft.—p. 326. 

*Coarctation of Aorta: Study of 70 Cases in Which Surgical Exploration 
Was Performed. O. T. Clagett and R. W. Jampolis.—p. 337. 

*Commissurotomy in Mitral Stenosis. C. R. Lam.—p. 349. 

Flexor Tendon Grafting to Hand. H. S. Allen.—p. 362. 

Total Colectomy for Ulcerative Colitis. C. Gardner and G. G. Miller. 
—p. 370. 

Venous Shunts in Portal Hypertension. O. C. Julian and W. S. Dye. 
—p. 373. 

Ligation of Hepatic and Splenic Arteries in Treatment of Portal Hyper- 
tension: Ligation in Atrophic Cirrhosis of Liver. J. K. Berman, H. 
Koenig and L. P. Muller.—p. 379. 

Clostridial Infection as Cause of Death After Ligation of Hepatic 
Artery. A. Y. S. Chau, V. C. Goldbloom and F. N. Gurd.—p. 390, 
Parenteral and Intestinal Absorption of Antibiotics in Traumatic Shock, 

W. A. Altemeier, R. L. Coith and W. R. Culbertson.—p. 403. 

Late Results of Surgery in Perforated Duodena] Ulcer. E. B. Tovee, 

—p. 408. 


Five Years’ Experience with Vagotomy.—In February, 1948, 
Miller and associates reported on a series of 101 patients who 
had been subjected to vagotomy. Three years later, the authors 
again made a follow-up study on this same group of patients 
and on 13 additional patients who had been subjected to 
vagotomy since then. Of the total of 114 patients, 14 were lost 
from observation, in the rest the results of vagotomy were in- 
vestigated. The authors feel that the evaluation of any surgical 
procedure is not easy, because some of the favorable ‘or unfav- 
orable complications may be attributable to procedures done at 
the same time, such as gastroenterostomy in conjunction with 
vagotomy. The wide variety of minor symptoms that temporarily 
follow resections of the vagus nerves may at times be due to 
other lesions in the alimentary or biliary tracts. While there is 
ample proof in this series that vagotomy is sufficient in itself to 
provide a permanently good result, it is believed that the com- 
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bination of vagotomy with gastroenterostomy has a definite 
place in selected cases. Vagotomy is by no means to be consid- 
ered a substitute for gastric resection, but it should be consid- 
ered as an alternate method of treatment, carrying with it a 
lower mortality and offering comparable results. Vagotomy is 
not considered advisable in patients with chronic gastric ulcer un- 
less the patient is in too poor condition for resection and the 
lesion is lying high in the fundus or cardia and has been proved 
to be benign by biopsy. Vagotomy is indicated in treatment of 
stoma ulcers that have followed either gastroenterostomy or 
gastric resection in which obstruction is not a factor. It is to be 
especially recommended in instances of extreme ulcerative 
change in the region of the first part of the duodenum, in which a 
closure of the duodenum would be unusually difficult or hazard- 
ous and, therefore, resection considered too great a risk. 


Surgical Treatment in Coarctation of Aorta.—This report re- 
views observations on 70 patients in whom Clagett performed 
an operation for coarctation of the aorta. The patients ranged 
in age from 7 to 50 years. The ages between 15 and 20 years 
are regarded by the author as the optimal ages for this opera- 
tion. Unlike patients with some other types of congenital heart 
disease, persons born with coarctation of the aorta appear for 
the most part to be normal and healthy. Of the patients re- 
ported here, 42 were entirely or largely asymptomatic. Among 
those presenting symptoms, easy fatigability and dyspnea on 
exertion were commonest. Headache, aching or tiredness in the 
calves, and palpitation were the next commonest symptoms, 
followed in close order by cold feet, precordial distress, dizziness, 
tachycardia, and blurred vision. Coarctation of the aorta should 
be thought of in young persons with hypertension. Angiocardi- 
ography is of slight value in the diagnosis and is unnecessary. 
Patients with coarctation of the aorta should not be denied the 
benefits of surgical treatment because of advanced age, myo- 
cardial conduction defects, previous cerebrovascular accidents, 
or previous congestive failure. Resection of the strictured seg- 
ment of aorta with end-to-end anastomosis is the treatment of 
choice. Of the 70 patients on whom surgical exploration for 
coarctation of the aorta was performed, 8 were found to have 
inoperable lesions at the time of exploration, an inoperability 
rate of 11.4%. This rate compares favorably with that of Gross 
(9.2%). There were five surgical deaths among the 70 patients 
(7.1%), but in the last 55 cases there were none. 


Commissurotomy in Mitral Stenosis.—After mentioning the 
different techniques that have been employed for commis- 
surotomy, Lam says that in the 19 patients operated on at the 
Henry Ford Hospital in Detroit, Bailey’s method was used. The 
technique is described. The patients, ranging in age from 20 to 
53, all had disabling symptoms of mitral heart disease, includ- 
ing shortness of breath, orthopnea, and inability to work. Sev- 
enteen had had attacks of pulmonary edema, and all except 
one of these had had hemoptysis. Eight had auricular fibrillation 
at the time of operation. All had the typical diastolic rumble at 
the apex, and nine had a systolic murmur at the apex. Fluor- 
Oscopic examination in most instances showed a picture typical 
of mitral stenosis, with enlargement of the pulmonary conus, 
left auricle, and right ventricle. Three of the deaths occurred 
among the five patients with evidence of hypertrophy of the left 
ventricle. In many of the patients the pulmonary artery pres- 
sure was determined by cardiac catheterization. The mean pres- 
sures varied from 54 to 124 cm. of water. There were five 
deaths, and two of the surviving patients had unsatisfactory re- 
sults. A review of the circumstances suggests that technical errors 
or poor selection of the candidates for commissurotomy were 
largely responsible for the unsatisfactory results. It is felt that 
the patient with terminal failure and the patient with hyperten- 
sion and mitral regurgitation should not have been operated on 
and that the patient with pericarditis should have been sub- 
jected to decortication. The authors feel that with better selection 
of cases commissurotomy by the auricular approach should be 
accompanied by a low mortality rate and a high percentage of 
improvement in persons disabled by mitral stenosis. 
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American Journal of Ophthalmology, Chicago 
34:1081-1216 (Aug.) 1951 

Topical Use of Chloramphenicol in External Ocular Infections. W. 
Roberts.—p. 1081. 

Effect of Glare on Accommodation Near Point. J. H. Peterson and E. 
Simonson.—p. 1088 

Accommodative Convergence. E. F. Tait.—p. 1093. 

Round-Pupil Cataract Extraction: Comparative Analysis. L. F. Carter. 
—p. 1108. 

Purtscher’s Disease: Report of Two Cases. W. C. Anderson.—p. 1114. 

*Fundus Changes in Juvenile Diabetics. L. T. Post and A. W. Stickle Jr. 
—p. 1119. 

Boeck’s Sarcoid: Review and Report of Case Demonstrating Multiple 
Iris Nodules, Acute Secondary Glaucoma, and Keratopathy. H. S. 
Friedman.—p. 1126. 

New Surgical Treatment for Postoperative Cataract. T. Sato.—p. 1136. 

Changes in Intraocular Pressure in Normal and Glaucomatous Eyes 
Following Furmethide. R. C. Goodwin.—p. 1139. 

Hyperphoria Induced by Trial Lenses. R. J. Schillinger.—p. 1150. 

Malignant Lymphoma of Uveal Tract. E. L. Cooper and J. L. Riker, 
—p. 1153. 

Study of Electrical Resistance Properties of Corneal Epithelium. H. M. 
Katzin.—p. 1159. 


Fundus Changes in Young Diabetics.—Post and Stickle present 
the results of studies made on 59 young diabetics, in whom 
diabetes was diagnosed before the age of 15. It was found that 
the control of the diabetes as well as the duration of the disease 
is an important factor in the development of retinopathy, kidney 
damage, and poor general physical condition. The patient who 
was able to maintain good control showed less pathological 
progress than the one with poor control. This should serve as a 
stimulus to the diabetic patient and the physician who is caring 
for him to attempt to keep blood chemistry normal and to treat 
both minor and major complications early and thoroughly. 
Degenerative changes are commonest in the vascular system of 
the retina. Capillary aneurysms and small round hemorrhages, 
usually found in the area between the superior and inferior 
temporal vessels, were the first changes seen. The very early 
lesions were visible only on careful examination. 


American Journal of Psychiatry, New York 
108:8 1-160 (Aug.) 1951 


The Assessment of Mental Health. J, W. Eaton.—p. 81. 

Psychological Tests in Selection and Placement of Psychiatric Aides. 
E. C. Yerbury, J. D. Holzberg and S. L. Alessi.—p. 91. 

Conversion of Passivity into Normal Self-Assertion. D. E, Cameron, 


—p. 98. 

Role of General Hospital in Care of the Mentally Ill. R. F. Gayle Jr. 
—p. 103. 

Atropine Toxicity in Treatment of Mental Disease. G. R. Forrer. 
—p. 107. 


Psychiatric Interview Experiences with Negroes. H. R. St. Clair.—p. 113. 

Inferiority Feelings and Hostility. L. J. Saul.—p. 120. 

Diagnosis of Schizophrenia. G. Langfeldt.—p. 123. 

Corrective Emotional Experiences in Group Therapy. J. D. Frank and 
E. Ascher.—p. 126. 

*Relaxation Methods in U. S. Navy Air Schools. W. Neufeld.—p. 132. 

Diagnosing Mental Deficiency in Psychotics. L. Drubin and M. Singer. 
—p. 138. 


Relaxation Methods in Navy Air Schools.—In 1943 reports from 
flight instructors at naval training stations indicated that many 
cadets seemed fatigued, restless, sleepless, and apprehensive. 
Questionnaires filled out by 3,181 cadets at five preflight schools 
indicated nervous complaints in most of the cadets. States of 
excessive tension while learning to fly came to be recognized 
as a menace, and reports from the combat zones indicated that 
high tension seemed partly responsible for loss of pilots and 
planes. The relations of restlessness, insomnia, fatigue, appre- 
hension, and fear to states of neuromuscular tension had been 
investigated by Jacobson, who had shown that these symptoms 
may be diminished by methods of progressive relaxation, which 
are adaptable for group teaching. When a training program for 
the relief of nervous symptoms and fatigue was introduced, five 
officers were given a course of instruction in progressive relaxa- 
tion by Jacobson. These officers subsequently instructed other 
officers, and those in turn instructed the cadets in classes num- 
bering up to 300. The course in relaxation for cadets was of 10 
weeks’ duration, consisting of three periods per week of one 
half hour each. This was a greatly abbreviated course, and, since 
the cadets generally did not practice with daily regularity as 
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Jacobson prescribed, the results obtained must be regarded as 
having been obtained under a very limited application of the 
method. Tests at the preflight school in lowa City on 983 cadets 
who had received relaxation training indicated approximately 
19% reduction of strains, sprains, fractures, and other minor 
injuries in the test group as compared with a control group. 
Tests on these same groups revealed a 38% reduction of days 
lost from injuries. In three preflight schools data were secured 
concerning the rest in bed of 140 cadets who had received re- 
laxation training as compared with 190 cadets without such 
training. There was a marked decrease in restlessness and there 
was less talking or mumbling and probably less dreaming. The 
cadets who had received relaxation training went to sleep more 
quickly and had less insomnia. 


Angiology, Baltimore 

2:227-310 (Aug.) 1951 

Role of Sympathetic Nervous System in Essential Hypertension in Man. 
R. H. Smithwick.—p. 227. 

Influence of Peripheral Arterial Disease on Initial Changes in Digital 
Volume During Reactive Hyperemia. T. Winsor.—p. 243. 

*Periarteritis Nodosa Following Thiouracil Therapy of Hyperthyroidism: 
Resultant Hypertension Benefited by Sympathectomy: Report of Case. 
D. R. Barnum, G. de Takats and R. E. Dolkart.—p. 256. 

Studies in Vascular Repair: VI. Further Observations on Growth of 
Anastomoses and Free Vascular Transplants in Growing Animals. 
H. B. Shumacker Jr., L. W. Freeman, L. M. Hutchings and L. Radi- 
gan.—p. 263. 

Studies in Experimental Frostbite: VII. Inquiry into Mode of Action 
of Rapid Thawing in Immediate Treatment. R. E. Lempke and H., B. 
Shumacker Jr.—p. 270. 

Case Report of Cold Sensitivity with Cold Hemagglutinins. D. W. 
Kramer and P. K. Perilstein.—p. 283. 

Quantitative Measurements of Responses to Vaso-Dilators: Critical Study. 
O. Brandman, M. Waid and W. Redisch.—p. 293. 

Thrombo-Phlebitis of Jugular Vein. M. H. Morris.—p. 299. 

Effect of Physiologic Variables on Diameter of Small and Large Arterial 
Vessels. J. Flasher, D. R. Drury and D. Gordon.—p. 302. 


Periarteritis Nodosa Following Thiouracil Therapy.—The oc- 
currence of a diffuse sensitivity reaction to medication, most 
closely resembling periarteritis nodosa with associated Ray- 
naud’s phenomenon, is reported in a woman aged 37 with thyro- 
toxicosis, who had been given two courses of iodine, 0.3 gm. 
of thiouracil daily for nine weeks, and, after an interval of sev- 
eral months, again iodine and thiouracil for three weeks. Because 
of low-grade fever, leucocytosis, myalgia, and arthralgia the 
medication was stopped. Deep cyanosis of parts of all fingers 
and both palms was present. Both fifth fingers were waxy-white. 
The feet had patchy cyanosis similar to the hands. There was a 
small, tender, inflamed nodule on the right patella and a similar 
nodule directly on the pulsating left dorsalis pedis artery. The 
blood pressure rose to sustained levels of 170 to 208 mm. of 
mercury systolic and 118 to 128 mm. of mercury diastolic. This 
hypertension, as well as other observations in this patient, such 
as cachexia, fever, weakness, gastrointestinal disturbance, neu- 
ritis, myositis, arthritis, tachycardia, renal involvement, anemia, 
and leucocytosis, were all typical features of periarteritis nodosa. 
Six months later, her pathological condition had subsided and 
seemed quiescent, but hypertension persisted and was finally 
controlled by bilateral dorsolumbar sympathectomy. This would 
suggest that arterial spasm was a dominant factor in the hyper- 
tension, peripheral vasospasm, and peripheral neuropathy. The 
vascular damage in such cases remains a single insult, which, if 
not permitted to progress through continuous hypertension, is 
reversible. The case is unique, because the probability that the 
periarteritis nodosa was due to thiouracil, or less likely to the 
concomitant iodine, as a sensitizing agent cannot be discarded. 
Both drugs were used in repeated courses for treatment of 
hyperthyroidism. The previously recognized hazard of repeated 
courses of drugs to which reactions may occur is reemphasized. 


Arizona Medicine, Phoenix 
8:1-80 (Aug.) 1951 


Medical Fungi: Infections and Allergies That They Provoke. E. L. 
Keeney.—p. 19. 

Clinical Application of Cortisone and ACTH in Arthritis and Related 
Conditions: Methods and Problems: Part I. Methods and Clinical 
Observations. O. Steinbrocker, M. E. Ehrlich, M. Silver and others. 
—p. 33. 
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Arkansas Medical Society Journal, Fort Smith 
269-94 (Aug.) 1951 
Diagnostic Criteria in Arteriosclerotic Heart Disease. O. L. Hanson and 
B. B. Wells.—p. 69. 


Brief Summary of More Recent Applications of Radioisotopes in Clinical 
Medicine. I. Meschan.—p. 73. 


48:95-110 (Sept.) 1951 
Otolaryngology, Yesterday, Today, and Tomorrow. P. L. Mahoney. 
—p. 95. 
Chronic Infections of Middle Ear. R. H. Atkinson.—p. 98. 
Surgical and Non-Surgical Management of Pre-School Child with Deaf- 
ness. E. P. Fowler Jr.—p. 101. 


Bulletin of Johns Hopkins Hospital, Baltimore 
89:81-152 (Aug.) 1951 


*Studies on Resistance of Staphylococci to Penicillin: Production of Peni- 
cillinase and Its Inhibition by Action of Aureomycin. C. A. Chandler, 
V. Z. Davidson, P. H. Long and J. J. Monnier.—p. 81. 

Thyroid Hormone: Certain Aspects of Its Elaboration in the Body, 
Significance of Its Structure, and Its Action on End Organs. J. H. 
Means.—p. 90. 

Use of Hormones, Drugs and Radiations in Management of Thyroid 
Diseases. J. H. Means.—p. 106. 

Blood Volume in Congenital Cyanotic Heart Disease: Simultaneous 
Measurements with Evans Blue and Radioactive Phosphorus. H. W. 
Scott Jr., S. R. Elliott If and R. C. Clay.—p. 121. 

Inadvertent Gastro-Ileostomy: Successful Operative Correction Six Years 
After Gastrectomy. D. A. Cooley and R. C. Hartmann.—p. 133. 


Resistance of Staphylococci to Penicillin.—Chandler and asso- 
ciates attempted to determine the proportion of resistant staphy- 
lococci present in a variety of infectious processes, to compare 
this with the proportion of penicillin-resistant staphylococci iso- 
lated from the noses and throats of healthy carriers, and to test 
both resistant and susceptible strains for the production of peni- 
cillinase in order to confirm the observation that there is a high 
degree of correlation between resistance and the production of 
penicillinase. Of the 50 pathogenic strains of staphylococci 
studied, 56% of the strains of Staphylococcus aureus and 38% 
of the strains of Staph. albus were resistant to more than | ¥ 
of penicillin per cubic centimeter. Of the combined total, 52% 
of the 50 strains were resistant to more than | ¥ of penicillin 
per cubic centimeter. Of the 25 strains from carriers, only 
18% of the strains of Staph. aureus and 14% of the strains of 
Staph. albus were resistant to more than | ¥ of penicillin. Of 
the combined total, 16% of the 25 strains were resistant to 
more than | ¥ of penicillin. All but one of the resistant strains 
produced penicillinase. None of the sensitive strains produced 
penicillinase. Exposure to aureomycin brought about a loss in 
the capacity to produce penicillinase, and this loss appeared to 
be irreversible. The clinical implications of these observations 
are that when, in the course of an infection that is being treated 
with penicillin, the infecting organism is discovered to be one 
that produces penicillinase, the substitution of another antibiotic 
to which the organism is sensitive is not only indicated but may 
at some later date allow the reintroduction of penicillin, if the 
organism loses its capacity to produce penicillinase. In the case 
of staphylococcic infections, the substitution of aureomycin for 
penicillin would seem to constitute a logical procedure in the 
light of the observations made in this study. 


89: 153-262 (Sept.) 1951 
Comparative Study of Rate of Atrophy of Skeletal Muscle Following 
Anterior Ramisection and Acute Anterior Poliomyelitis in Rhesus 
Monkey: With Note on Weight of Sartorius Muscle in Normal Animal. 
R. E. M. Bowden.—p. 153. 

Cardiovascular Response of Normal Young Adults to Exercise as De- 
termined by Double Master Two-Step Test. C. B. Thomas.—p. 181. 
Effect of Choline Deficiency on Development of Tumors Produced by 
Butter Yellow. J. J. Buckley, S. M. Buckley and A. E. Snipes.—p. 218. 
Physiological Studies in Congenital Heart Disease: XII. Circulatory 
Dynamics in Patients with Tricuspid Atresia. S. G. Blount Jr., C. 

Ferencz, A. Friedlich and others.—p. 235. 
Role of Surface and of Calcium in Coagulation of Globulin Fraction of 
Platelet-Deficient Plasma. O. D. Ratnoff and C. L. Conley.—p. 245. 
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Gastroenterology, Baltimore 
183503-670 (Aug.) 1951 

Effect of Ganglion-Blocking Methonium Salts on Gastric Secretion and 
Motility. A. W. Kay and A. N. Smith.—p. 503. 

Abnormal Serum Pancreatic Enzyme Values in Liver Disease. A. J. 
Cummins and H. L. Bockus.—p. 518. 

Chronic Intrahepatic Cholangitis and Effect of Sulfonamides on Its Clini- 
cal Manifestations. M. Rachmilewitz.—p. 530. 

Why Do a Gastric Analysis? I. Theoretical Considerations. J. L. A. 
Roth and H. L. Bockus.—p. 546. 

Gastrocoiostomy: Clinical Observations and Experimental Studies. P. D. 
Doolan, L. H. Kyle, W. Hess and E. Phelps.—p. 566. 

*Peptic Ulcer of Esophagus. M. H. Redish and B. Kertzner.—p. 579. 

Fibrosis and Nodular Hyperplasia of Liver (Post-Necrotic Cirrhosis): 
Clinical and Pathological Study of 9 Cases. R. Yazigi, R. Armas- 
Cruz, S. Silva and M. Ossandon.—p. 587. 

*Fatty Liver Following Aureomycin and Terramycin Therapy in Chronic 
Hepatic Disease. V. M. Sborov and D. A. Sutherland.—p. 598. 

Oral Procaine Hydrochloride for Relief of Cardiospasm: Preliminary 
Report. D. C. Balfour Jr. and G. K. Wharton.—p. 606. 

Multiple Simultaneous Recording of Gastrointestinal Functions. W. H. 
Bachrach, M. Brody and D. R. Drury.—p. 609. 

Treatment of Vagotomy-Induced Chronic Pylorospasm in Dogs. W. R. 
Deaton Jr. and H. H. Bradshaw.—p. 613. 

Studies on Action of Antacids in Human Stomach. F. B. Benjamin and 
A. C. Ivy.—p. 618. 


Peptic Ulcer of Esophagus.—There are two schools of thought 
on the etiology of peptic ulcer of the esophagus. One holds that 
the coexistent short esophagus is congenital in origin and that 
this variation permits a more or less constant exposure to gastric 
secretion with the eventual production of an ulcer. The opposite 
point of view supports the thesis that the ulceration is primary 
and that the subsequent scarring and longitudinal contracture 
bring the stomach into a herniated position. Exponents ef both 
opinions fail to account for the following factors: the frequent 
finding of hiatal insufficiency with herniation but without 
esophageal ulcer; the presence of ectopic foci of gastric mucosa 
in the lower third of the esophagus; the high frequency of asso- 
ciated gastrointestinal lesions, such as gallbladder disease, gas- 
tric and duodenal ulcers, and duodenal diverticuli;° and the 
appearance of the lesion at both extremes of life. The authors 
present the histories of six patients with peptic ulcer of the 
esophagus who were observed at a Veterans Administration hos- 
pital in the course of three years. An x-ray treated neoplasm of 
tonsil and neck existed in one patient, duodenal ulcer in four 
patients, and cholecystic disease and diverticulosis of the large 
bowel in one patient. Esophageal islands of ectopic gastric 
mucosa were present in all of the patients. The authors feel that 
these associated lesions probably played a part in the patho- 
genesis of peptic ulceration in the esophagus, because multiple 
factors and a combination of circumstances are probably neces- 
sary in the great majority of cases of peptic ulceration in the 
esophagus. Attention is called also to the frequency of obstruc- 
tion in ulcers of this type, due either to functional spasm or 
scarring. Dilatation should always be tried first, and resection 
should be considered only if the obstruction cannot be relieved. 


Fatty Liver Following Aureomycin Therapy in Hepatic Disease. 
—In 7 of 16 patients with chronic liver disease treated with 
varying courses of aureomycin, an increase of liver fat was ob- 
served following therapy. This change was also demonstrated 
in two of three patients treated with terramycin. Associated with 
this, an increase in body weight was noted in a significant num- 
ber of patients. The possibility is considered that these changes 
are due to a disturbance of cellular metabolism by these sub- 
stances, or to their effect on the bacterial flora of the colon, or 
both. It is also recognized that other mechanisms may be 


responsible. 


Illinois Medical Journal, Chicago 
100: 165-220 (Sept.) 1951 


Medical Men—Their Citizenship Responsibility. C. P. White.—p. 174. 

Unipolar Electrocardiography and General Practitioner (Analysis of 1,000 
Consecutive Electrocardiograms). B. E. Malstrom, W. Johnson and 
E. G. Behrents.—p. 178. 

X-Ray Findings in Adult Urological Conditions. P. R. Dirkse.—p. 183. 

Corrosive Pyloric Stenosis. R. Gradman, S. T. Gerber and J. Kaiser. 
—p. 188. 

Established Use of Antibiotics. H. F. Dowling.—p. 192. 

Lost Art of Diagnosing with Eyes and Ears. W. C. Alvarez.—p. 197. 

Intramedullary Epidermoid Tumor. M. Tinsley and A. D. McCoy. 


—p. 200. 
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Modern Infant Feeding: Simplified Approach. H. D. Lynch and W. D. 
Snively Jr.—p. 749. 
Cystic Disease of Lung: Case Report. P. D. Crimm and F. L. Kiechle. 


—p. 753. 
Homologous Serum Hepatitis in a Very Young Infant. J. Troy.—p. 756. 
Biliary Tract Surgery in a Smal! Voluntary Hospital. M. B. Welborn. 


—p. 758. 
Pyloric Stenosis in Identical Twins: Case Report. J. B. Welsh.—p. 762. 


44:817-908 (Sept.) 1951 
Extradural Intraspinal Tumor of Cervicothoracic Region with Features 
Simulating Multiple Sclerosis. W. R. Chambers.—p. 834. 
Use of Rectal Suppositories in Treatment of Migraine Headache. M. L. 
Bankoff.—p. 836. 
*Hypoadrenalism in Newborn Infants: Case Report. B. F. Grotts.—p. 839. 
Intussusception in Adult. S. D. Malouf.—p. 841. 
Cold Urticaria. H. H. Rodin and S. M. Bluefarb.—p. 846. 


Hypoadrenalism in Newborn Infants.—Grotts points out that 
infants with protracted gastrointestinal disturbances, failure to 
gain weight on adequate caloric intake, a tendency to dehydra- 
tion, and an unsatisfactory response to accepted therapeutic 
measures are frequently regarded and treated as difficult feeding 
problems. The author feels that hypofunction of the adrenals 
might be responsible for these disorders in some cases and that 
adrenal replacement therapy could be tried. He presents the case 
history of such an infant, who showed great improvement after 
treatment with a synthetic adrenal cortex preparation. According 
to Selye, functional adrenal insufficiency may be a common but 
unrecognized clinical problem. 


Journal of Investigative Dermatology, Baltimore 


17:1-54 (July) 1951 


Sodium Para-Aminobenzoate Therapy of Eczema-Dermatitis. L. J. A. 
Loewenthal.—p. 1. 

Effects of Topical Cortisone and Chronic Discoid Lupus Erythematosus 
and Necrobiosis Lipoidica Diabeticorum. B. A. Newman and F. PF. 
Feldman.—p. 3. 

Podophyllin Therapy in Acanthosis Nigricans. E. Epstein.—p. 7. 

New Method to Increase Permeability of Hard Keratin Structures. 
S. Rothman and C. L. Taschdjian.—p. 9. 

Basal Metabolic Rate in Acne Vulgaris: Analysis of 353 Determinations. 
S. C. Smith, C. J. Young and D. C. Smith.—p. 13. 

Chrome Ulcers of Skin and Nasal Septum and Their Relation to Patch 
Testing. W. F. Edmundson.—p. 17. 

Studies on Arginase Activity of Skin. E. J. Van Scott.—p. 21. 

Effect of Various Substances on Oxygen Uptake of Microsporum Canis 
Grown in Submerged Culture. F. M. Melton.—p. 27. 

Chemistry of Human Sebaceous Gland: I. Histochemical Observations. 
R. R. Suskind.—p. 37. 


17:55-124 (Aug.) 1951 
Effect of Adrenocorticotropic Hormone (ACTH) and Cortisone on Several 
Varieties of Pemphigus. C. N. Frazier, W. F. Lever, R. W. Leeper 
and others.—p. 55. 
*Generalized Erythrodermia Occurring in Case of Psoriasis on Treatment 
with Adrenocorticotrepic Hormone (ACTH). D. Cohen and I. H. 


Distelheim.—p. 61. 

Iron, Copper and Ash Content of Human Hair of Different Colors, 
T. F. Dutcher and S. Rothman.—p. 65. 

Comparison of Direct Action of Estrogen and Adrenal Cortical Extracts 
on Growth of Hair in Rat. W. L. Whitaker and B. L. Baker.—p. 69. 

Water Extractable Constituents of Hair. A. Boiliger.—p. 79. 

Studies on Atabrine Dermatitis: I. Long Term Observation of Veterans 
with Permanent Atrophic Residua of Disease. I. L. Schamberg.—p. 85. 

Shifting of Cations in Cerebrospinal Fluid as Cause of Pruritus. H. 
Koenigstein.—p. 99. 


Erythrodermia Occurring in Psoriasis After Use of Cortico- 
tropin.—The case reported concerned a 12-year-old girl who 
was first seen by the authors on Nov. 29, 1950, with a history 
of generalized eruption of six weeks’ duration. A clinical diag- 
nosis of psoriasis vulgaris was made, and local administration 
of 1% ammoniated mercury ointment was started in an attempt 
to loosen the scales. Treatment with corticotropin (ACTH) 
was begun Dec. 6, 1950, with a daily dose of 50 mg. accom- 
panied by 1.5 gm. of potassium chloride. On Jan. 5, 1951, the 
dose of corticotropin was increased to 80 mg. daily. On the day 
before, Jan. 4, a diffuse erythema began to develop. At the same 
time the psoriatic lesions gradually faded and some scales came 
off. The erythema became completely generalized within the 
next two weeks. Corticotropin was discontinued on Jan. 18. 
Within a few days the erythema began to fade, starting first on 
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the lower extremities. At this time a patch test with 2% am- 
moniated mercury ointment was found to be negative. The 
authors say that although erythrodermia may develop spon- 
taneously in psoriasis, it is possible that in this case corticotropin 
was a Cause, 


Journal of Neurophysiology, Springfield, Il. 
14:339-430 (Sept.) 1951. Partial Index 


Propagation of Retinal Induction. K. Motokawa.—p. 339. 

Effects Induced in Monosynaptic Reflex Path by Its Activation. J. C. 
Eccles and W. Rall.—p. 353. 

Action Potentials of Cold Fibres and Intracutaneous Temperature Gra- 
dient. H. Hensel and Y. Zotterman.—p. 377. 

Effects of Adenine Compounds on Electrocortical Activity. F, Robinson 
and R. A. Hughes.—p. 387. 

Nucleus Cervicalis Lateralis: Spino-Cerebellar Relay Nucleus. B. Rexed 
and A. Brodal.—p. 399. 


Journal of Thoracic Surgery, St. Louis 
22:109-218 (Aug.) 1951 


Bronchography as Aid in Planning Surgical Treatment of Pulmonary 
Tuberculosis: With Preliminary Note on Pulmonary Angiography. J. 
Gordon, W. B. Zinn, R. Brook and P. C. Pratt.—p. 109. 

Effect of Position and Artificial Ventilation on Excretion of Carbon 
Dioxide During Thoracic Surgery. H. K. Beecher, T. J. Quinn Jr., 
J. P. Bunker and G. L. D’Alessandro.—p. 135. 

*Mucoid Impaction of Bronchi. R. R. Shaw.—p. 149. 

*Treatment of Cardiospasm: Analysis of 12-Year Experience. A. M. 
Olsen, S. W. Harrington, H. J. Moersch and H. A. Andersen.—p. 164. 

Variations in Bronchovascular Patterns of Right Lower Lobe of 50 
Lungs. R. M. Ferry Jr. and E. A. Boyden.—p. 188. 

Lobectomy for Fungous Abscess of Lung: Effect of Penicillin. C. L. 
Graves and M. Millman.—p. 202. ’ 

Double Aortic Arch. J. F. Nuboer.—p. 208. 

X-Ray Therapy in Carcinoma of Esophagus. T. A. Watson and E. M. 
Brown.—p. 216. 


Mucoid Impaction of Bronchi.—The occurrence of mucoid im- 
paction of the bronchi resulting from a localized accumulation 
of inspissated mucus in the bronchi is reported in 10 patients 
between the ages of 14 and 57, all of whom had an underlying 
condition of asthma or chronic obstructive bronchitis. The de- 
scriptive term mucoid impaction of the bronchi has been used 
by the author to designate a distinct clinical entity within the 
lungs. Its presence causes a febrile episode. The associated cough 
is not severe. It may be a dry cough or productive of small 
amounts of mucopurulent secretion. General lassitude and a 
slight localized pleuritic pain may be present. Hemoptyses oc- 
curred in three of the author's patients. Typically mucoid impac- 
tion occurs in the second order branch bronchi distal to a 
bifurcation. The impaction grows in size, layer by layer, in a 
Jaminated manner to finally dilate the bronchial wall. The car- 
tilaginous elements are almost entirely destroyed, and there is an 
infiltration of lymphocytes and eosinophilic neutrophils into the 
wall. The characteristic yellowish-white appearance of the nor- 
mal bronchus changes to a reddish brown. Beyond the blocked 
bronchus suppuration occurs that may be in the form of a non- 
putrid abscess. At times the suppuration is entirely intrabron- 
chial, occasionally causing the formation of cystic bronchi- 
ectasis. This and fibroid pneumonitis are residual sequelae to the 
bronchial obstruction caused by mucoid impaction. The roent- 
gen appearance of the shadows cast by this disease may simulate 
tuberculosis, abscess, and neoplasm. Surgery may be indicated 
to rule out neoplasm and/or to remove segments of lung de- 
stroyed by suppuration beyond the impaction. Eight of the 
author’s patients had pulmonary resections, and two are being 
observed who are receiving nonsurgical treatment, consisting 
of chemotherapeutic agents, expectorant cough mixtures, and 
bronchodilators. In four of the eight patients operated on, there 
have been recurrences of pneumonitis in other segments of the 
lung that were undoubtedly due to mucoid impaction of the 
bronchi. Satisfactory eradication of a destroyed segment or lobe 
by resection, thus eliminating the symptoms of mucoid impac- 
tion of bronchi, does not insure against recurrence of the same 
disease process. The prognosis of mucoid impaction as the com- 
plication of asthma is the prognosis of the underlying disease. 


Treatment of Cardiospasm.—At the Mayo Clinic, 601 patients 
with cardiospasm, a nonorganic stenosis of the lowest portion 
of the esophagus, were treated during the 12 year period of 
January, 1935, to January, 1947, by dilatation, while 23 is the 
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total number of patients with cardiospasm who were subjected 
to surgical treatment at this clinic. The cause of cardiospasm is 
not known, and hence a truly rational approach to the treatment 
of this disease has not been evolved. Whatever its etiology may 
be, the present methods of treatment are directed toward the 
relief of obstruction of the cardia. Exact diagnosis is important. 
Cardiospasm must be differentiated from diffuse spasm of the 
esophagus. Diffuse spasm does not respond favorably to either 
hydrostatic dilatation or surgical treatment. Hydrostatic dila- 
tation is the treatment of choice for most patients with cardio- 
spasm. Successful dilatation in the case of properly diagnosed 
cardiospasm depends on accurate placement of the dilator in the 
cardia and severe forceful dilatation of the physiological 
sphincter by an expanding dilator. A previously swallowed 
thread permits accurate placement of the dilator and adds to the 
safety of the procedure. Adequate follow-up studies were car- 
ried out in 452 patients treated by this method. Of these 452 
patients, 272 (60.2%) obtained relief of dysphagia for periods 
of 4 to 16 years from a single course of dilatation. In the re- 
maining 180, dysphagia recurred in less than four years. Of the 
180 patients, 94 were given a second course of hydrostatic dila- 
tations and 36 of them obtained relief of dysphagia for four years 
or more, while recurrences developed in the remaining 58. If 
satisfactory results are not obtained with two courses of hydro- 
static dilatations, additional treatment is likely to be of little 
avail. It must be anticipated that about 20% of the patients can- 
not be permanently relieved by dilatation. Surgical treatment 
should be considered for those patients who fail to respond to 
two or three courses of dilatation therapy. Every effort should 
be made to carry out surgical treatment before pronounced 
changes in the esophageal wall have taken place. The Heller 
operation, which permits the cardia to retain some of its sphinc- 
teric property, appears to be the most advantageous surgical 
procedure. Follow-up of the 23 patients with cardiospasm who 
underwent surgical treatment showed that late results were not 
favorable, because most of the patients selected for surgical 
treatment had far-advanced cardiospasm for which dilatation 
therapy was impossible or had failed to give relief. Most of the 
operative procedures carried out permitted reflux of gastric 
secretions into the esophagus. Peptic esophagitis and ulceration 
were responsible for most of the poor results. 


Kentucky Medical Journal, Bowling Green 
49:323-362 (Aug.) 1951 
Brachial Plexus Block for Surgery of Arm. J. Owen, J. McGowan, C. 
Owen and W. Sergent.—p. 323. 
Proctosigmoidoscopy in Diarrheas. W. L. Cooper.—p. 329. 
Gynecological Aspect of Blood Dyscrasias. G. W. Bryant.—p. 335. 
Early Diagnosis of Poliomyelitis® A. J. Steigman.—p. 337. 
Pregnancy with Congenital Anomalies of Genital Tract. W. E. Oldham. 
—p. 41. 
49:363-428 (Sept.) 1951 
Contribution of Alban G. Smith, of Kentucky, to Early History of 
Surgery. J. W. Markham.—p. 398. 
Comparative Morbidity of Early and Late Ambulation. E. Todd Jr. and 
F. M. Massie.—p. 401. 
Renal Disease in Relation to Hypertension. H. L. Clay Jr.—p. 410. 


Laryngoscope, St. Louis 
61:695-850 (Aug.) 1951 


Some Aspects of Inner Ear Therapy. J. A. Hilger and N. F. Goltz. 
—p. 695. 

Congenital Tracheoesophageal Fistula Not Associated with Atresia of 
Esophagus. C. F. Ferguson.—p. 718. 

*Clinical and Experimental Comparison of Cocaine and Pontocaine as 
Topical Anesthetics in Otolaryngological Practice. P. E. Ireland, J. K. 
W. Ferguson and E. J. Stark.—p. 767. 

Psychosomatic Medicine and Otolaryngology. F. J. Braceland.—p. 778. 

Secretory Effusion of Tympanum. G. E. Tremble.—p. 791. 

Sarcoma of Nose and Sinuses. H. C. High.—p. 803. 

Endotracheal Inhalation Anesthesia: Special Reference to Postoperative 
Reactions and Suggestions for Their Elimination. P. J. Flagg.—p. 818. 

Frontal Sinus: Permanent Drainage Without Deformity. H. P. Schenck. 
—p. 832. 

Comparison of Cocaine and Pontocaine.—This paper reviews 

experimental and clinical observations on the relative toxicity 

and potency of cocaine and tetracaine (pontocaine"), two topi- 
cal anesthetics that are widely used for topical anesthesia in 
otolaryngology. The mean fatal doses of cocaine and tetracaine 
were determined in guinea pigs by introduction of solutions 
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slowly into the trachea. By this method the mean fatal dose of 
cocaine was 24 mg. per kg. of body weight and of tetracaine 
7.2 mg. per kg., giving a relative toxicity of tetracaine to cocaine 
of 34:1. The usual clinical practice of using tetracaine in one- 
fifth the concentration of cocaine might be expected to give 
tetracaine a slight advantage in safety. This, however, was not 
confirmed by the clinical survey. Clinical tests of 5% cocaine 
and 1% tetracaine by application to the nasal septum showed 
that the time of onset of anesthesia was about twice as long 
with tetracaine as with cocaine. The duration of anesthesia was 
about equal with the two drugs, although the time of application 
of the cocaine was shorter. In a survey of some of the larger 
clinics in the United States and Canada with reference to the 
use of these two drugs, it was found that cocaine is by far the 
majority choice in clinical use. Complications of a severe nature 
and deaths were found more frequently with the use of tetra- 
caine. Cocaine has long years of useful service as a topical 
anesthetic, and its vagaries are well known. It is still probably 
the most satisfactory of these two drugs for use in otolaryn- 


gology. 


Michigan State Medical Society Journal, Lansing 
50:833-968 (Aug.) 1951 

Prematurity: Prevention; Management of Delivery. G. Kamperman and 
D. Morgan.—p. 865. 

Management of Premature Infant. C. A. Smith.—p. 872. 

The Emotionally Healthy Child. B. B. Stamell.—p. 875. 

Management of Migraine in Office Practice. A. Gotz.—p. 880. 

NHP Insulin. P. White.—p. 883. 

Sensitivity of Fungi to Antibiotics and Radioactivity Compared to lodine 
in Vitro. J. M. Hammer, |. A. Pearson, K. E. Corrigan and H. S. 
Hayden.—p. 887. 

Doctors and Dollars. H. C. Black and A. E. Skaggs.—p. 894. 


New England Journal of Medicine, Boston 


245:235-274 (Aug. 16) 1951 


*Rapid-Rocking Bed: Its Effect on Ventilation of Poliomyelitis Patients 
with Respiratory Paralysis. F. Plum and G. D. Whedon.—p. 235. 
Arterial Hypertension Associated with Acute Anterior Poliomyelitis. 
F. H. McDowell and F. Plum.—p. 241. 

Penicillin Allergy. J. W. Irwin, M. J. Graham, B. M. Jacobson and 
W. S. Burrage.—p. 246. 

Physician’s Social Responsibility. J. H. Townsend.—p. 248. 

Treatmem of Fractures and Dislocations. E. F. Cave and C. R. Rowe. 
—p. 253. 


The Rapid-Rocking Bed in Poliomyelitis with Respiratory Pa- 
ralysis.—In 1932 Eve demonstrated rocking to be an effective 
method of artificial respiration. During the past two years, the 
rapid-rocking bed has been used at the New York Hospital to 
supply artificial respiration to poliomyelitis patients with res- 
piratory paralysis of the spinal type. Two rapid-rocking beds 
equipped with footboards and Gatch attachments for the knees 
and head were used. They were run at a maximum rocking arch 
of 40 to 44 degrees (20 to 22 degrees in each direction from the 
horizontal), usually at rates of from 16 to 24 cycles per minute. 
Fifteen patients with respiratory insufficiency recovering from 
acute anterior poliomyelitis were transferred from tank res- 
pirators to rapid-rocking beds as soon as their temperature 
reached normal and they could breathe unassisted for five 
minutes. The time spent out of the respirator and on the rock- 
ing bed were increased each day. As indicated by tidal volume 
and vital-capacity measurements, the rapid-rocking bed brought 
about marked increases in ventilation over that of the resting 
state. Although the tidal volumes produced by rocking were not 
so great as could be attained by tank respirators, adequate effec- 
tive alveolar minute ventilations were produced in all convales- 
cent patients. Substitution of the rapid-rocking bed for the 
respirator early in convalescence facilitated nursing care and 
physiotherapy and prevented fixation of the diaphragm. Rocking 
aided the restoration of independent breathing and enabled 
several patients to overcome their dependence on the respirator. 
Of the five patients with acute poliomyelitis and moderate res- 
piratory insufficiency who were treated on the rocking bed, four 
had to be transferred to tank respirators to correct fatigue, 
carbon-dioxide retention, or anoxemia and the fifth obtained 
barely adequate ventilation. Frequent spirometry and serial de- 
terminations of carbon dioxide combining power gave valuable 
information about the regulation of artificial respiration. 
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Surgery, Gynecology and Obstetrics, Chicago 
93:257-384 (Sept.) 1951 


*Experimental and Clinical Experiences with Use of Fascia Lata Applied 
as Graft About Major Arteries After Thrombo-Endarterectomy and 
Aneurysmorrhaphy. E. J. Wylie, E. Kerr and O. Davies.—p. 257. 

Medial Deviation of Ureters Complicating Carcinoma of Rectum and 
Sigmoid, and Proctosigmoidectomy. R. J. Spillane, T. F. Kaiser and 
G. C. Prather.—p. 273. 

*Serum Enzymatic Response (Diastase and Lipase) After Stimulation of 
External Pancreatic Secretion with Secretin and Methacholine: Pre- 
liminary Report. R. Sanchez-Ubeda and L. M. Rousselot.—p. 283. 

Attempts at Detection of Lecithinase in Blood and Lymph Following 
Intestinal Strangulation Obstruction, H. Laufman, C. A. Tanturi and 
W. E. Furr Jr.—p. 292. 

Surgical Aspects of Acute Head Injuries. J. M. Meredith.—p. 297. 

Experimental Study of Thyroid Regeneration Following Subtotal Thy- 
roidectomy. R. Johansen, R. E. Gardner, M. Galante and others. 
—p. 303. 

*Antethoracic Jejunal Transplantation for Congenital Esophageal Atresia 
with Hypoplasia of Lower Esophageal Segment. W. P. Longmire Jr. 
—p. 310. 

Preclinical Paget's Disease of Nipple. M. B. Dockerty and S. W. 
Harrington.—p. 317. 

Histological Study of Effect of Cortisone on Wounds Healing Per Pri- 
mam: Experimental Study. J. W. Cole, J. L. Orbison, W. D. Holden 
and others.—p. 321. 

Adenoma-Carcinoma Sequence in Cancer of Colon. R. J. Jackman and 
Cc. W. Mayo.—p. 327. 

Exstrophy of Bladder Treated by Rectal Transplantation of Divided 
Trigone: Modification of Maydl-Bergenhem Operations. W. E. Goodwin 
and P. B. Hudson.—p. 331. 

Administration of Heparin. I. F. Duff, J. W. Linman and R. Birch. 
—p. 343. 

Gastric Aspiration as Technique for Prevention of Asphyxia in the New- 
born Infant. D. M. Little Jr., F. H. D’Andrea and A. Mastrangelo Jr. 
—p. 363. 


Fascia Lata Applied as Graft About Arteries.—Experimental 
operations were designed that produced trauma and weakening 
of the aorta in animals similar to that produced in human sub- 
jects following thromboendarterectomy. Following such opera- 
tions, release of the clamps occluding the aorta resulted in bleed- 
ing from the suture line and rapid dilatation of the weakened 
segment. The application of fascia lata grafts about the aorta 
prevented this bleeding and dilatation and gave adequate support 
to the weakened arterial segments. Six patients with occlusion 
of major arteries due to arteriosclerosis have been treated by 
thromboendarterectomy of the thrombosed arteries. The length 
of the thrombosed segments varied from 7 to 22 cm. There were 
no operative deaths, but two patients died in the postoperative 
period from cerebrovascular thrombosis. Amputation was even- 
tually necessary in two patients, owing in one to chronic throm- 
bosis of distal arteries too small to be amenable to surgical 
treatment. The arteries from which the thrombus had been re- 
moved remained patent in all cases. Fascia lata was used to give 
additional support to the weakened arterial segments in three 
cases. One patient with an aneurysm of the abdominal aorta 
is discussed in whom both dilatation and partial thrombosis were 
present. After thromboendarterectomy of the dilated aorta had 
been accomplished, the use of fascia lata as an external sup- 
porting layer made the performance of restorative aneurysmor- 
rhaphy possible. 


Serum Enzymatic Response After Stimulation of Pancreatic 
Secretion.— While conducting experiments designed to evaluate 
modifications of the so-called secretin test, the authors of this 
paper became interested in the study of the serum enzymes 
diastase and lipase as an aid in the diagnosis of subacute pan- 
creatic disease. The pancreas of patients with and without pan- 
creatic disease was stimulated concurrently with secretin and 
methacholine chloride (mecholyl®). Tests were made on 52 pa- 
tients, divided into a control group without pancreatic disease, 
a group with proved pancreatic disease, and a group with sus- 
pected pancreatic disease. Individual responses of serum diastase 
within these groups follow a uniform pattern and are consistent 
enough to suggest that this study may be valuable in the clinical 
evaluation of patients with pancreatic disease. Serum lipase re- 
sponses did not appear to follow a consistent pattern when 
assayed one hour after stimulation. The possible mechanism 
of serum diastase elevation when seen in patients without pan- 
creatic disease is discussed, and the pathological factors that 
may account for the consistently greater response seen in patients 
with certain disease of the pancreas are considered. These tests 


MEDICAL LITERATURE ABSTRACTS 1389 


appear to be applicable to the study of subacute pancreatic dis- 
ease and perhaps early neoplasm of the pancreatic gland. In a 
case of probable carcinoma of the pancreas positive results were 
obtained. The possible sources of error are discussed. Further 
clinigal study is needed. No adverse reactions should be encoun- 
tered in concurrent use of secretin and methacholine if certain 
precautions are followed. 


Antethoracic Jejunal Transplantation in Congenital Esophageal 
Atresia.—A primary end-to-end anastomosis of the esophagus 
with closure of the tracheal fistula has been accepted as the 
procedure of choice in all cases of congenital esophageal atresia 
with tracheo-esophageal fistula when the anomaly is such that 
the ends of the esophagus may be satisfactorily approximated. 
Many different types of multiple stage procedures for esophageal 
reconstruction have been described for the treatment of anoma- 
lies unsuitable for primary anastomosis, but the long period 
of hospitalization, the numerous complications encountered in 
the multiple operations, and the uncertain end results have sug- 
gested to some surgeons that a primary esophageal anastomosis 
should be the only operative procedure considered and that, 
if such an operation is not feasible, no further attempt should 
be made to prolong the patient’s life. In more recent years 
attempts to perform an esophagogastrostomy after advancing 
the stomach into the left side of the thorax have met with some 
success in cases of congenital atresia. This procedure has the 
advantage of offering success or failure in one stage. There have 
been few reports of successful outcomes in patients so treated 
and few detailed follow-up studies. This report presents a method 
of esophageal reconstruction that has been used successfully in 
two newborn infants who had hypoplasia of the lower esophageal 
segment. Antethoracic esophageal reconstruction was accom- 
plished by mobilization and transplantation of a segment of 
jejunum long enough to extend from the cervical esophagus to 
the stomach. The first operation was performed in three stages 
and the second in two. Sixteen days intervened between the two 
stages of the second reconstruction. In both cases function of 
the reconstructed esophagus has been satisfactory and general 
development has been normal in the two-year period since com- 
pletion of the procedure. Experience gained from these opera- 
tions would suggest that the mesenteric vascular supply of the 
very young infant is sufficiently labile to permit performance 
of this procedure regularly for the treatment of hypoplasia of 
the lower esophageal segment. Both stages of the antethoracic 
esophageal reconstruction are well tolerated during early infancy, 
and satisfactory continuity of the alimentary tract may be estab- 
lished during the first few weeks of life. 


Texas State Journal of Medicine, Fort Worth 
47:543-612 (Aug.) 1951 


Clinical Evaluation of NPH-50 Insulin in Management of Diabetes 
Mellitus. A. E. Groff, H. T. Engelhardt and J. M. Skelton.—p. 547. 
Transperitoneal Implantation of Intensity Radium Needles: Preliminary 

Report. R. S. Clayton.—p. 552. 
Tumor Seminar. A. P. Stout.—p. 559. 
Psychosomatic Illness in General Practice. G. C. Smith.—p. 586. 
Perforated Meckel’s Diverticulum. W. B. Sealy.—p. S88. 
*Use of Polyethylene Catheter for Prolonged Tube Feeding. F. C. Usher. 
—p. 590. 


Polyethylene Catheter for Prolonged Tube Feeding.—The irri- 
tating effect of rubber feeding tubes that are left in place for 
periods exceeding a week is well known. Ulceration and erosion 
of the mucosa of the nasopharynx and esophagus may be caused. 
Usher recently used a polyethylene catheter for prolonged gasiric 
tube feeding with great success. This catheter was originally 
intended for replacement transfusions in infants and for con- 
stant intravenous therapy in older children and adults; its inside 
diameter measures 0.047 in. (0.12 cm.), and the outside diameter 
is 0.067 in. (0.17 cm.). Two cases are reported in which tube 
feeding with the polyethylene catheter was maintained for four- 
month and two-month periods with no erosion or ulceration 
of the pharynx or esophagus and with no discomfort to the 
patient. The small diameter of the tube and the ease with which 
it was passed in the presence of considerable edema of the 
throat suggests that it might be used for feeding in benign and 
malignant strictures of the esophagus. 
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Acta Medica Orientalia, Jerusalem 


10:143-168 (July) 1951 
Problem of Palindromic Rheumatism: Clinical Study, Based on” Report 
of 14 Cases. Z. Lewitus.—p. 143. 

Monteggia Fractures. A. M. Katznelson.—p. 150. 

*Khellin Aerosol in Bronchial Asthma. K. Braun and E. Eilender.—p. 158. 
Plasma Sponge: New Absorbable Material for Surgical Use. G. J. Stark 

and Z. Jerushalmy.—p. 161. 

Khellin Aerosol in Bronchial Asthma.—Pharmacological studies 
have shown that khellin, an extract of the seeds of Ammi Vis- 
naga, relaxes the smooth muscles. This property has been dem- 
onstrated in the coronary vessels, the intestines, the ureters, and 
the bronchi. Khellin has been used extensively in patients with 
angina pectoris, and favorable results have been reported by a 
number of authors, whereas others have asserted that it has no 
more effect than a placebo. Braun and Eilender used Khellin 
in the form of an aerosol spray in 10 patients with acute bron- 
chial asthma. The vital capacity and tidal air were recorded 
before and shortly after the administration of 7 mg. of khellin 
in an aerosol spray. All 10 patients showed a decrease in dyspnea, 
diminution of wheezing and rales, and an increase in the vital 
capacity. The effect of khellin on tidal air was not pronounced. 


Acta Medica Scandinavica, Stockholm 
140:159-238 (July 23) 1951. Partial Index 

*Myocarditis in Poliomyelitis. H. Laake.—p. 159. 

Papers on the Kidney: III. Inulin or Creatinine as Test-Substance in Reh- 

berg’s Kidney Test. G. Ekehorn.—p. 170. 
Haemopoesis as Seen in Batrechoseps Attenuatus. F. Duran-Jorda. 
—p. 183. 

*Studies on Castle’s Extrinsic Factor. R. Gordin.—p. 199. 
Myocarditis in Poliomyelitis.—FElectrocardiograms made of 265 
patients with poliomyelitis who were hospitalized in the course 
of 10 years were normal in 181 patients (89 female and 92 male) 
and abnormal in 84 patients (S52 female and 32 male), i. e., in 
31.7%. There was no increased incidence of pathological electro- 
cardiograms during any particular year. Abnormal tracings were 
observed more frequently in patients aged over 10 than in 
younger patients. No particular sex disposition was noted. Patho- 
logical electrocardiographic tracings were rare in nonparalytic 
poliomyelitis. In patients with the spinal type of poliomyelitis 
associated with moderate paresis, the incidence of abnormal 
electrocardiograms was 25.5%, while in patients with spinal 
type and with extensive involvement it was more than 50%. 
In bulbar poliomyelitis it was 40%. In 50 patients several elec- 
trocardiograms were taken during an observation period of two 
days to eight months. Patients with normal electrocardiograms 
obtained during the acute phase of poliomyelitis did not show 
electrocardiographic evidence of myocardial lesions during the 
further course of the disease. Of the 84 patients with abnormal 
electrocardiographic tracings, 4 showed delayed auriculoven- 
tricular conduction time for one week, 4 showed disturbance 
of coronary sinus rhythm, which improved within two days in 
2, 15 presented pathological P waves in leads 2 and 3, and 21 
showed abnormal P waves, ST intervals, and T waves, which 
were usually transitory, and 40 showed transitory abnormal ST 
waves and/or abnormal T waves. The electrocardiogram became 
normal in 34 of the 50 patients in whom repeated records were 
obtained. A clinical diagnosis of myocarditis was not made in 
any of the patients. In two of three patients who died micro- 
scopic examination of the myocardium revealed cellular infil- 
tration of the interstitial tissue of the auricules and ventricles, 
and in one it showed pronounced fibrous tissue formation, cellu- 
lar infiltration, and fragmentation of myocardium. The gross 
appearance of the heart was normal in all three. Definite con- 
clusions as to the incidence of functional changes or of changes 
of acute myocarditis could not be drawn on the basis of these 


Cases. 


Castle’s Extrinsic Factor.—To trace and produce in the purest 
possible form a substance acting as an extrinsic factor, experi- 
ments were performed on 17 patients with cryptogenetic per- 
nicious anemia who were given substances other than ordinary 
meat by mouth, with gastric juice used as the intrinsic factor. 
The substances used as the extrinsic factor were peptone, fibrin 
hydrolysate (aminosol®), crude meat extract, pure meat extract, 
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raw ground liver, liver extract (“heptomin™) and vitamin By. A 
good effect was obtained with peptone, different meat extracts, 
small quantities of liver and liver extract, and small doses (5 7) 
of vitamin By. Tests with fibrin hydrolysate gave less satisfac- 
tory results. The amount of intrinsic factor contained in 40 ml. 
of normal gastric juice proved sufficient as a daiiy dose. Chemi- 
cal analyses of fibrin hydrolysate and peptone demonstrated that 
these substances do not contain cobalt. Consequently, the part 
played by cobalt in the extrinsic factor effect, as suggested by 
Smith and Rickes, with respect to vitamin By, seems to be 
debatable. 


Helvetica Paediatrica Acta, Basel 
6:269-364 (Aug.) 1951. Partial Index 


Life Span of Red Blood Cells in Cooley’s Anemia. G. Frontali and G. A. 
Stegagno.—p. 271. 

*“Benign” Pyelonephritic and Postpyelonephritic Hypertension. G. Fran- 
coni, J. Riiegg and E. Dieterle.—p. 281. 

Critical Study of Biologic Tests as Aid in Diagnosis of Spasmophilic 
Conditions in Infants: I, Induced Calciuria. P. Girardet and H. 
Zellweger.—p. 325. 


“Benign” Pyelonephritic Hypertension. — The occurrence of 
benign pyelonephritic hypertension is reported in a man aged 
30, who at the age of 8 began to have repeated attacks of head- 
ache associated with nausea and vomiting. At the age of 9 
albuminuria occurred for the first time. At the age of 10 the 
patient had nycturia, coliuria, leukocyturia, and mild albumi- 
nuria. The dilution test showed some delay in excretion, the 
concentration test revealed hyposthenuria; the nonprotein nitro- 
gen was mostly normal. Roentgenologic examination showed 
a slight, clubshaped dilatation of the pelvis of the left kidney 
and of the calices. Blood pressure varied from 160/140 to 
195/170. The fundus oculi presented the aspect of severe albumi- 
nuric, angiospastic retinitis. A diagnosis of chronic pyeloneph- 
ritis associated with malignant hypertension was made, and an 
unfavorable prognosis was given. In the course of the following 
years the condition of the patient improved considerably, so 
that he was able to take part in sports. At the age of 12 he had 
rheumatic pancarditis with resulting permanent aortic insuffi- 
ciency. The pyelonephritic condition did not ghange, but there 
was a mild regression in hypertension and nearly complete dis- 
appearance of the neuroretinitis. Growth was normal, and at 
the age of 30 the patient had no subjective complaints. He was 
still leptosomatic. The pubic hair was of female type, blood 
pressure was 160/85, the urine findings were the same as at 
the age of 10, and the nonprotein nitrogen was normal. This 
case first was considered as an exception to the rule that renal 
hypertension is malignant, but 10 additional cases of benign 
pyelonephritic hypertension were observed in seven female and 
three male patients in whom the essential symptoms of hyper- 
tension and chronic pyelonephritis persisted for many years. 
Not all the patients presented the full syndrome, which also 
includes hyposthenuria or isosthenuria and nocturia, which may 
cause nocturnal enuresis and may be the first sign of the illness. 
Disturbances of the electrolyte pattern of the extracellular fluids 
occurred occasionally. In these cases pyelography often revealed 
bilateral clubshaped dilatation of the calices and shrinkage of 
the renal pyramids. It is suggested that the hypertension is 
caused by an inflammatory irritation of the renin-producing cells 
of the distal tubules rather than by ischemia impairing the kid- 
ney function as postulated by Goldblatt. 


Journal of Physiology, London 


114:267-418 (July) 1951. Partial Index 


Acid-Base Balance of Secreting Isolated Gastric Mucosa. T. Teorell. 
—p. 267. 

Initiation of Shivering by Cooled Blood Returning from Lower Limbs. 
E. M. Glaser and R. V. H. Jones.—p. 277. : 

Effect of Inhalation of High and Low Oxygen Concentrations on Respira- 
tion of Newborn Infant. K. W. Cross and P. Warner.—p. 283. 

Relationship Between Mammalian Foetal Weight and Conception Age. 
A. St. G. Huggett and W. F. Widdas.—p. 306. 

Observations on Action of Acetylcholine and Adrenaline on Hypothala- 
mus. H. N. Duke and M. Pickford.—p. 325. 

Absorption of Protein from Peritoneal Cavity. F. C. Courtice and A. W. 
Steinbeck.—p. 336. 

Distribution of Blood to Brain. D. A. McDonald and J. M. Potter 
—p. 356. 

Critical Assessment of Use of Blood Cells Labelled with Radioactive 
Phosphorus for Quantitative Study of Skin Blood Content. R. W. E. 
Watts.—p. 382. 


Vol. 147, No. 14 


Journal of Tropical Medicine and Hygiene, London 
$4:161-180 (Aug.) 1951 


*Comparative Value of Amoebicidal Drugs. A. J. Wilmot, T. G. Arm- 
strong and R. Elsdon-Dew.—p. 161. 

a Verrucosis in Case of Tertiary Yaws. D. B. Jelliffe. 
—p. 165. 

Problems of Nutrition in the Tropics. A. G. Van Veen.—p. 168. 

Note on Tropicaloid Ulcer (Castellani): Its Occurrence in Italy. V. 
Servino.—p. 171. 


Comparative Value of Amebacidal Drugs.—The commonly 
used amebacidal drugs, emetine hydrochloride, diiodohydroxy- 
quinoline (diodoquin®), emetine bismuth iodide, carbarsone and 
chiniofon, and some others, all used singly, were given a thera- 
peutic trial in several hundred African native paticnts with acute 
ulcerative amebiasis. Each series treated with one of the ex- 
perimental drugs usually comprised about 50 patients, and 50 
additional patients, who received no treatment, served as con- 
trols. Emetine hydrochloride was administered intramuscularly 
in doses of 1 grain (60 mg.) for 15 days. Emetine bismuth iodide 
was given by mouth in doses of 3 grains (0.2 gm.) in com- 
pressed enteric-coated pills and later only in plain gelatine cap- 
sules, nightly for 10 nights. Diiodohydroxyquinoline was given 
in doses of 3 tablets (0.21 gm. each) three times daily for 20 
days. Carbarsone was given in doses of 4 grains (0.25 gm.) 
twice daily for 10 days. Chiniofon was given in doses of 0.5 
gm. three times daily for three days and then 1 gm. three times 
daily for seven days. The criteria of diagnosis and response to 
treatment were rigid. Results give information on the value of 
the test drugs only in clearing the patients of symptoms, ulcers, 
and amebae after 20 days from the start of treatment. Results 
of follow-up examinations or permanent clearance were not 
reported. Emetine hydrochloride, diiodohydroxyquinoline, eme- 
tine bismuth iodide, and chiniofon appeared to have a statis- 
tically similar effect, with absolute failures numbered 27% and 
successes 55%. Only those patients were accepted as successes 
in whom all visible ulcers were healed, with clearance of amebae. 
The high absolute failure rate of 46% with carbarsone placed 
this drug in a lower category of usefulness. With all of these 
five drugs there was a high percentage of unimproved patients. 
Emetine bismuth iodide must be given in gelatine capsules; the 
manufacture of the drug in compressed pills should be discon- 
tinued. Other drugs recently placed on the market, such as bis- 
muth glycolylarsanilate (milibis®) and chloroquine diphosphate 
(aralen®) were found to be inferior to emetine and cannot be 
recommended for intestinal amebiasis. It is emphasized that this 
comparison of the effects of amebacidal drugs used singly should 
not be considered as a recommendation for individual therapy. 
In previous papers the authors showed that some antibiotics 
when used either alone or in combination with amebacidal agents 
were far more efficacious. 


Lancet, London 
2:229-272 (Aug. 11) 1951 

*Absorption of Hormone Implants in Man. P. M. F. Bishop and S. J. 
Folley.—p. 229. 

Distribution of Radio-Iodine in Human Thyroid Gland. S. Taylor and 
F. S. Stewart.—p. 232. 

Micro-Electrophoresis of Protein on Filter-Paper. F. V. Flynn and 
P. de Mayo.—p. 235. 

Mucinases in Ulcerative Colitis. H. G. Sammons.—p. 239. 

Control of Anticoagulant Therapy. A. J. E. Brafield and W. W. Walther. 
—p. 240. 

Significance of Clotting Factors in Blood-Platelets, in Normal and 
Pathological Conditions. S. van Creveld and M. M. P. Paulssen. 


—p. 242. 
Cereals, Phytic Acid, and Calcification. A. R. P. Walker.—p. 244. 


*Flat Finger-Nails in Cirrhosis of Liver. J. Kleeberg.—p. 248. 


Hormone Implants in Man.—The implantation of pellets is a 
well-established method of administering steroid hormones. Ob- 
servations were made from 1942 to 1944. The pellets used con- 
sisted of pure crystals of the hormone without diluent or 
excipient. They were of two types: cylindrical cast or fused pel- 
lets, and compressed pellets in the shape of cylinders with con- 
vex ends. Nine hormones or their esters were studied, and 
wherever possible a comparison was made between fused and 
compressed pellets. In the case of diethylstilbestrol and hexestrol 
only compressed pellets were used, because fused pellets of these 
substances tend to disintegrate. Implantation was made sub- 
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cutaneously into the antecubital fossa or into the subscapular 
region. The pellets were removed at various intervals after im- 
plantation, and their absorption rate was studied. The compounds 
were rated in descending order of absorption rates as follows: 
compressed testosterone, compressed and fused androstenedione, 
fused progesterone, fused testosterone, compressed hexestrol and 
diethylstilbestrol, compressed and fused testosterone propionate, 
compressed estradiol dipropionate, fused desoxycorticosterone 
acetate, and compressed and fused estradiol. Calculations of the 
half-life in days and the amount initially absorbed daily corre- 
sponded with clinical observations regarding the duration of 
alleviation of symptoms, considering that the clinical effects dis- 
appear some weeks before the pellet has theoretically been 
completely absorbed. 


Flat Fingernails in Cirrhosis of Liver.—In the peculiar abnor- 
mality described, the fingernails lose their typical curvature and 
become flat, as if compressed, but the finger tips, the muscles, 
and the bones of the terminal phalanges remain unchanged, 
unlike those of hippocratic fingers. The nail beds are usually 
whitish or light pink, possibly owing to anemia. Whether the 
surface of the nails is smooth or lined depends on the patient's 
age. Even with long parallel lines the flatness persists. This ana- 
tomic change has no influence on the function of the hands, is 
not painful, and has no effect on the sensitivity of the fingertips. 
Not all the fingers are necessarily affected. The change begins 
with one finger, usually the thumb, the first and middle fingers 
being next in frequency. The first patient in whom the author 
observed this abnormality was a heavy drinker, who was in a 
very advanced stage of typical alcoholic cirrhosis of the liver. 
A second patient had typical biliary cirrhosis due to cholangitis. 
A third patient had hemochromatosis and all the signs and 
symptoms of hepatopancreatic cirrhosis with typical changes in 
the skin. In a fourth patient cirrhosis had probably developed 
after two severe attacks of infectious (virus) hepatitis; a fifth 
patient had Banti’s syndrome. Since the causes of the hepatic 
cirrhosis in these cases were different, it is probably the cirrhosis 
itself that causes these changes in the nails, not the conditions 
producing the cirrhosis. The patients with the flat nails had the 
following changes in common: (1) long-standing and advanced 
cirrhosis, positive liver tests, and low hemoglobin values. The 
author observed such nails also in one healthy man, who until 
the age of 12 had subsisted on a vegetarian diet and who had 
been subject to frequent fractures until the diet was changed. 


2:273-316 (Aug. 18) 1951 


*Outstanding Problems in Treatment of Burns. L. Colebrook.—p. 273. 

*Recurrent Abdominal Pain in Children. R. M. Keith and D. O'Neill. 
—p. 278. 

Abnormal Water Metabolism in Simmonds’s Disease: Effect of Hormonal 
Therapy. J. D. Robertson.—p. 282. 

Experimental Inquiry into Cause of Industrial Bladder Cancer, G. M. 
Bonser, D. B. Clayson and J. W. Jull.—p. 286. 

*Accelerated Skeletal Development from Thyrotoxicosis and Thyroid 
Overdosage in Childhood. B. Schlesinger and O. D. Fisher.—p. 289. 

Intrathecal Tuberculin in Tuberculous Meningitis. A. P. Fletcher. 
—p. 290. 

Changes Observed in Mature Granulocytes Stained by Feulgen Method 
in Different Age-Groups. N. Alder.—p. 293. 

Aspiration of Chest: Improved Method. H. A. W. Forbes and J. M. 
Starks.—p. 294. 


Treatment of Burns.—Colebrook surveys the experiences in two 
centers specializing in the treatment of burns over the last eight 
years. In such treatment the principal aim should be to eliminate 
infection. The remarkable benefit accruing from such a policy 
is demonstrated by the fact that in six years, the over-all death 
rate has fallen from 10% to 4.5%, and a further reduction 
seems possible. Pain is slight or nonexistent in burns that re- 
main uninfected. Furthermore, the average hospital stay has 
been reduced from 50 to 30 days, largely owing to the increased 
use of early skin grafting of the deep burns. But the success of 
that policy has been closely bound up with the control of in- 
fection. The author feels that the more completely we eliminate 
infection, the larger will be the part that surgery can play in 
the treatment of severe burns, with great advantage to the pa- 
tients and great saving of hospital beds. Every hospital should 
have a properly air-conditioned dressing room, but it is prob- 
ably not practicable for every hospital to have always available 
surgeons with considerable experience in the management of 
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burns, shock, or the special problems of extensive resurfacing. 
For severe burns, it probably would be best to have special 
centers specially equipped and staffed for dealing with burns. 
The badly burnt patient is as difficult an “emergency” as is a 
patient with a serious injury of an eye, the brain, or the face. 
Such patients are sent to special centers to be treated by sur- 
geons with long experience in their management and so it should 
be with burns. The author's experience in Birmingham suggests 
that from 40 to 50 beds would be needed for a population of 
half a million people, if the number of burn accidents continues 
at the same high rate. How to reduce that number is perhaps 
the most important of all problems in connection with burns. 


Recurrent Abdominal Pain in Children.—Keith and O'Neill ob- 
served that among outpatient children emotional tension and 
recurrent abdominal pain often occurred together. To find out 
how commonly the repeated attacks of abdominal pain were 
part of an emotional state, a consecutive series of 25 children 
with this symptom were investigated. The children ranged in 
age from 3 to 16 years. Attention was given to habits of eating 
and sleeping, behavior at home and at school, and the family 
atmosphere and home environment. Besides a clinical exami- 
nation, x-ray films of the chest were taken in almost all cases, 
and special tests, such as the barium meal and electroencephalog- 
raphy, were done when indicated. During the psychiatric exami- 
nation, the first few sessions were as a rule with the mother 
alone; at later visits the mother and the child were interviewed 
separately. Puppets to represent members of the family, school- 
teachers, and friends were used to enable younger children to 
make their motives and feelings comprehensible to the observer. 
The nature of the pain in four children remained obscure. The 
remaining 21 children are divided into two groups. In 15 emo- 
tional excitement was the principal determinant of attacks of 
pain, and the time relationship between the two was plain. In 
the remaining six children emotional excitement was one de- 
terminant among others, and physical agencies, such as eating 
too fast, seemed to explain some attacks. The authors cite ex- 
amples of attacks associated with anxiety, with anger, or with 
grief. Of the 21 children whose attacks were related in some 
way to stress, 17 had other signs of tension, such as headaches, 
poor sleep, bad dreams, fits of crying, irritability, stammer, rest- 
lessness, tics, fidgeting, and nail-biting. The attacks of pain 
seemed to be one component of an “adaptive disorder,” which 
manifested itself also in these other ways. The phenomena men- 
tioned above, like the attacks of pain, were worse in conditions 
of stress, and improved with psychotherapy. Of the 16 patients 
who were treated at some length, 2 continued to have symptoms 
as before: 6 showed some improvement; and 8 ceased to have 
attacks and improved in general health. 


Accelerated Skeletal Development from Thyrotoxicosis and 
Thyroid Overdosage.—Three cases are reported that illustrate 
the effect of excessive thyroid secretion or overdosage of thyroid 
extract on growth and skeletal development of children. In the 
first case, a girl, aged 3 years 11 months, had a two-year history 
of excessive restlessness and irritability that had become worse 
during the preceding two months and was associated with swell- 
ing of the neck and protrusion of the eyes. She was tall and 
heavy for her age, and the diagnosis of thyrotoxicosis was con- 
firmed by the presence of a goiter, tremor and sweating of the 
hands, tachycardia, an increased basal metabolic rate, and by 
subsequent excellent response to methylthiouracil therapy. The 
skeletal development was about two years too advanced. The 
second case concerned a mongoloid who had been given thyroid 
extract for nearly four years. She presented typical mongoloid 
features but was obviously tall for her age. In addition, she had 
bilateral congenital cataracts with exophthalmos, a palpable right 
lobe of the thyroid gland, and a congenital heart lesion. The 
rate of growth and skeletal development, which was 18 months 
too advanced, were remarkable for a mongoloid, in whom the 
opposite is to be expected, especially in the presence of a con- 
genital cardiac lesion. These features were therefore considered 
to be the result of continuous thyroid treatment in the presence 
of a normal gland. The third child was a cretin who had also 
been treated with thyroid extract and who had signs of thyro- 
toxicosis, a voracious appetite, persistent tachycardia, sweating, 
accelerated growth, and skeletal development two years too ad- 
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vanced. The authors say that although more than 750 cases 
of thyrotoxicosis in children have been published, accelerated 
skeletal development is rarely mentioned. It was first noted by 
Holmgren in 1906. The delayed growth of bone and dwarfed 
stature characteristic of juvenile hypothyroidism can be corrected 
by adequate thyroid medication; but, if the dose is excessive 
and treatment given too long, the correction proceeds too far, 
accelerating ossification, with the danger of early epiphysial 
union, bringing growth to a standstill. Though blood-cholesterol 
levels and serial electrocardiograms show whether the dosage 
of thyroid is adequate, serial radiography of the skeleton and 
measurements of height help to prevent overdosage. 


Minerva Chirurgica, Turin 


6:279-310 (June 1) 1951. Partial Index 


Late Results of Reduction of Congenital Dislocation of Hip by Surgical 
Intervention. E. De Marchi.—p. 279. 

Preoperative Trial of ‘“Veritol-Test.” F. R. Banchieri.—p. 283. 

*Estrogen Therapy of Mammary Cancer. A. Astuni and G. Dalena. 
—p. 294. 


Estrogen Therapy in Mammary Cancer.—Nine patients with 
primary or recurrent inoperable mammary cancer were treated 
with a synthetic water-soluble estrogen preparation, diethylstil- 
bestrol disulfate. The drug was administered intravenously twice 
a day in doses of 40 mg. each for 25 days, with a total dose 
of 2 gm. All the patients were menopausal, including one 
woman, 29, who had previously undergone oophorectomy. The 
product was tolerated without side effects by all of them. Re- 
gression of the tumor, which had become movable, was so pro- 
nounced in a woman, 70, that surgical intervention, impossible 
before, was justified after the treatment. In a patient 64, the 
large-sized tumor subsided almost completely, enlarged axillary 
lymph nodes disappeared, and the patient has been well for one 
and a half years. Decrease in the size of the lymph node meta- 
stasis was observed in a woman 65, who showed also temporary 
but pronounced improvement in the general condition. Three 
other patients, 49, 29, and 46, respectively, were improved, and 
pain caused by bone metastasis diminished, although no improve- 
ment in bone metastatis was demonstrated by roentgenographic 
examination. A patient 55, who was admitted to the hospital 
with pertrochanteric fracture of the left femur due to bone 
metastasis occurring three years after mastectomy for cancer of 
the breast, made a complete recovery with recalcification of the 
lesion; however, this encouraging result cannot be attributed 
only to the estrogen therapy, because it was combined with 
roentgen therapy. Results were doubtful in another woman 46, 
in whom the estrogen therapy was also combined with roentgen 
therapy. One patient 64, who because of severe circulatory dis- 
turbance received only 40 mg. of the drug per day (total dose 
740 mg.), was a therapeutic failure. Thus, estrogen therapy has 
proved to be a valuable adjuvant in the treatment of mammary 
cancer. But because of the only partial and temporary results, 
the authors believe that it should be limited to cases of primary 
or recurrent inoperable mammary cancer. 


Monatsschrift fiir Kinderheilkunde, Berlin 


99:281-320 (Aug.) 1951. Partial Index 


Scarlet Fever Vaccine and Penicillin in Treatment of Scarlet Fever. 
H. G. Honerla.—p. 281. 

*Glycoprival Inanition in Infants. Mader and Holz.—p. 283. 

Studies on Reliability of Serologic Control Tests for Syphilis in the 
Venous Blood of Newborn Infants. J. Oehme.—p. 290. 

*Hydrocephalic Disturbances and Tuberculous Meningitis in the Course 
of Treatment with Streptomycin. E. Hoen and H. Schmidt-Rohr. 


—p. 292. 
Bronchial Asthma During Childhood. F. Lehmann-Grube.—p. 307. 


Glycoprival Malnutrition in Infants.—Clinical observations are 
reported on infants in whom nutritional disturbances were 
accompanied by considerable reductions in blood sugar values 
and by a fall in temperature, which at times caused severe col- 
lapse or collapse-like crises. Such cases of glycoprival inanition 
are not caused by one factor alone. This is proved by the obser- 
vation that not every case of dystrophy resulting from nutri- 
tional disturbances is accompanied by a reduction in blood sugar. 
The fact that the oral administration of sugar is rapidly fol- 
lowed by a lasting increase in the blood sugar content, whereas 
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intravenous administration of dextrose after a temporary in- 
crease of about an hour and a half is again followed by a rapid 
decrease in blood sugar, seems to indicate the importance of 
the liver in these processes. As a result of severe depletion in its 
glycogen stores the liver seems no longer capable of supplying 
the energy requirements of the peripheral parts of the body by 
way of the blood sugar. This glycogen deficiency can be traced 
to a reduced absorption of carbohydrates as the result of pro- 
longed dyspepsia. Apparently, an inhibition of the phosphory- 
lation processes plays a part in the absorption and metabolism 
of carbohydrates. This concept is further supported by Diehl 
and Thaddea, who assume that the weakness or toxic impair- 
ment of the adrenal cortex in Addison’s disease is a sequel of 
chronic gastrointestinal disturbances. The blood sugar crises in 
the course of severe dyspepsia, or glycoprival inanition, make 
it necessary to investigate the blood sugar values in all severe 
nutritional disturbances. 


Hydrocephalic Disturbances During Streptomycin Therapy of 
Tuberculous Meningitis.—This paper reports on air encephalog- 
raphy in 52 children with tuberculous meningitis. The intro- 
duction of small quantities of air is usually adequate, especially 
if chief emphasis is placed on fluoroscopy. A rather severe dila- 
tation of the ventricle system was observed in 41 of the 52 chil- 
dren. If treatment is begun early or in cases that are rapidly 
fatal, the hydrocephalus is usually slight or is completely absent. 
The primary localization of the disease process seems to be of 
particular importance for the absence or the late appearance 
of hydrocephalic dilatation. This is demonstrated in several 
examples. Asymmetry of the dilated lateral ventricles was rela- 
tively frequent. The frequent concurrence of severe hydro- 
cephalus and primary atrophy of the optic nerve seemed espe- 
cially noteworthy. In addition to inflammatory hypersecretion 
a disturbance of the resorption must be held responsible for the 
development of the hydrocephalus; this could be proved with the 
aid of the iodine test. The extent of the hydrocephalus plays an 
important part in the prognosis of tuberculous meningitis. Retro- 
gression of dilated ventricles was observed in three cases. The 
author calls attention to the possible dangers of encephalography 
in cases of tuberculous meningitis and stresses the need of care- 
ful selection of cases. If air is introduced during the interval 
when no treatment is given it is advisable to give streptomycin 
concurrently. 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
95:2237-2308 (Aug. 4) 1951. Partial Index 


*Psychosomatic Aspects of Intraocular Pressure. G. W. H. M. van 
Alphen and B. Stokvis.—p. 2246. 

Experiences with Testing Function of Adrenals by Means of Epinephrine. 
B. Oldenziel.—p. 2257. 

*The Sign of Tonelli. G. C. J. Kruisinga.—p. 2270. 


Psychosomatic Aspects of Intraocular Pressure.—Most oph- 
thalmologists have known of cases in which an attack of acute 
glaucoma was preceded by emotional shock. Some cases of this 
type are cited and evaluated. The connection between the 
autonomic nervous system and glaucoma is reviewed with regard 
to the psychogenetic origin of this disorder. Experiments re- 
vealed, however, that very severe emotional shock exerts no 
influence on the ocular pressure of persons with normal eyes. 
With the aid of hypnotic methods it was possible to establish 
correlations between ocular pressure and emotional conditions 
in cases of psychogenic glaucoma. The psychogenesis of glau- 
coma should be investigated, and psychosomatic treatment 
should be tried in cases of glaucoma. 


Tonelli’s Sign.—In 1932 Tonelli called attention to the fact that 
when pressure on the eyeball results in a change in the shape 
of the pupil, this may be regarded as a sign of death. He re- 
garded this as an aid in the differentiation between apparent and 
real death. Bilateral or multilateral pressure is exerted on the 
eyeball at the border between the cornea and sclera. Some in- 
vestigators questioned the reliability of Tonelli’s sign, but Krui- 
singa shows that many factors indicate the reliability of the 
sign. He feels that 9 negative cases among Lignac’s 3,419 posi- 
tive ones amounts to a very small percentage, nevertheless, this 
indicates that the sign is not 100% reliable. Tonelli’s sign should 
be further investigated. 
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Revista Brasileira de Medicina, Rio de Janeiro 
8:463-538 (July) 1951. Partial Index 


*Treatment of Hyperthyroidism with 1-Methyl-2-Mercaptomidazole. J. 
Schermann and J. Affonso Escosteguy.—p. 463. 


Treatment of Hyperthyroidism with Methimazole.—Schermann 
and Affonso Escosteguy administered methimazole (“tapazole”) 
to 10 patients with hyperthyroidism. The patients were from 
30 to 60 years old. The group was comprised of one patient 
with typical exophthalmic goiter, six with diffuse toxic goiter 
without exophthalmos, two with toxic adenoma, and one with 
recurrent hyperthyroidism, eight years after thyroidectomy. The 
patients were also given a barbituric sedative on retiring. Two 
patients were in remission after administration of daily doses 
of 100 and 50 mg. of propylthiouracil. Remission was main- 
tained in these patients by the administration of methimazole 
in daily doses of 1 mg. for every 5 mg. of the previously given 
propylthiouracil. The six patients who had not had previous 
treatment, as well as two who reported failure of either iodide 
or propylthiouracil, were given methimazole in progressively 
diminished daily doses from 20 to 5 mg., and in rare cases from 
30 to 5 mg. The dose was diminished as the patients improved. 
Remission was obtained in all cases after treatment for a period 
varying between two and five months. Although the number of 
cases is smal! and the time of observation very short, the results 
obtained were good. Methimazole is the most efficient antithyroid 
drug employed to date, being almost devoid of toxic reactions 
and allowing a control of hyperthyroidism at least as satisfactory 
as, and quicker than, with the other methods previously used. 
An exact scheme of doses and duration of treatment cannot yet 
be fixed. 


Revista Clinica Espanola, Madrid 
40:359-434 (March 31) 1951. Partial Index 


Nitrogen Mustard in Multiple Sclerosis. J. Simarro Puig and J. Lior 
Casanovas.—p. 393. 

*New Treatment of Pemphigus (Results of Application of Occlusive 
Bandages). J. Gomez Orbaneja.—p. 397. 


New Treatment of Pemphigus.—Gomez Orbaneja reports on 
application of occlusive bandages under pressure in the treat- 
ment of pemphigus. The bandages were applied according to 
the method of Koch in the treatment of extensive burns. The 
treatment consists of application of lint in a form of trellis, the 
lint being soaked in an emulsion of sulfathiazole in olive oil 
(or in olive oil and water). The lint is covered with gauze and 
cotton to form a bandage 10 or 15 cm. thick, and the whole 
is fixed with wide strips of adhesive. In pemphigus, this bandage 
should cover the entire trunk and limbs. The bandage is re- 
moved after two weeks, and is reapplied two or three days later 
for another two weeks. As a rule, patients feel relief as soon 
as the bandage is applied. Appetite and general health improve. 
The skin appears normal when the first bandage is removed, 
but new small lesions may appear and will require application 
of a second bandage. In the patients reported on the diagnosis 
was confirmed by biopsy. All previous treatments, including 
suramin sodium (germanin), blood transfusions, diuretics, and 
thiosemicarbazone, failed. The Nikolsky sign was positive before 
the treatment and negative when the first bandage was removed. 
The treatment gave good results in all cases. In two patients who 
were followed up for more than one and one-half years after 
the treatment, the skin had been normal by the end of the 
treatment and is still normal. The Nikolsky sign is negative, and 
the general health is good. New pemphigus lesions did not 


appear. 


Revista Médica Cubana, Havana 
62:151-232 (March) 1951. Partial Index 


*Brucellosis: Laboratory Autoinfection. V. Marquez Biscay and A. Fors 
Carbonell.—p. 151. 

*Mammary Cancer in Young Girl. N. Puente Duany and C. Garcia 
Ramirez.—p. 175. 


Brucellosis: Laboratory Infection.—Marquez Biscay and Fors 
Carbonell report their own cases of laboratory brucellosis, which 
occurred after handling virulent cultures of Brucella suis and 
Brucella abortus for six days, despite all the usual precautions. 
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Two months later the workers complained of acute bronchial 
catarrh, which could not be controlled by any of the treatments 
in common use. One of the patients received.an autovaccine, 
containing 100,000,000 catarrhal organisms from the respira- 
tory tract. This vaccine had been previously given to the patient 
without producing reactions of hypersensitivity. However, on 
this occasion the vaccine caused an acute general and local re- 
action of hypersensitivity, with chills, tremor, general malaise, 
high fever, and headache. The local reaction was acute, and the 
bronchial catarrh became worse after administration of the 
vaccine. The reaction subsided but was repeated 10, 20, and 30 
days later by administration of the vaccine in the same dose, 
half and one-fourth of the dose, respectively (100,000,000, 
50,000,000, and 25,000,000 bacteria). The other patient received 
sulfadiazine, streptomycin, and penicillin in small doses with 
transient improvement of catarrh. In both cases brucellosis fol- 
lowed its typical clinical course for two months, when a certain 
diagnosis of brucellosis could be made from the hemogram, the 
erythrocyte sedimentation rate, the strongly positive agglutina- 
tion to Brucella, and positive blood cultures with Brucella 
abortus. The opsonic index was very high all through the dis- 
ease. The treatment consisted of aureomycin in daily doses of 
2 gm., up to a total dose of 7.25 gm. in four days, and chlor- 
amphenicol (chloromycetin®) in daily doses of 3 gm., up to a 
total dose of 60 gm. in 20 days. Spectacular results were obtained 
within two days. The agglutinins slowly diminished and dis- 
appeared within six months. Cure has lasted up to writing, 10 
months after treatment. 


Mammary Cancer in Young Girl.—According to the authors, 
mammary cancer is very rare in young girls. The subject of this 
report was a girl 11 years old. The first symptom to appear was 
a fixed tumor on the tibia, simulating osteomyelitis. Roentgen 
examination showed local destruction of the bone. Biopsy 
showed undifferentiated epithelioma. Shortly after, a rapidly 
growing tumor appeared on the right breast, and enlarged lymph 
nodes appeared in the right inguinal region. Biopsy of the in- 
volved breast and of an inguinal lymph node showed the same 
type of epithelioma as that of the tibial metastases. The pre- 
dominant symptom in this case was a large metastasis in the 
internal iliac fossa, with compression of the external iliac vein 
as the cause of enormous edema of the leg. Roentgen therapy 
and testosterone in large doses failed. Administration of nitrogen 
mustard in daily doses of 5 mg. for four consecutive days caused 
temporary improvement of the mammary tumor and of the 
metastases, but the symptoms became worse, together with the 
aggravation of the symptoms of metastatic cancer of the lung, 
later discovered by chest roentgenogram. The duration of the 
disease from appearance of the first symptoms up to death was 
nine months. 


Riv. di Pat. e Clin. della Tuberc., Bologna 
24:65-128 (March-April) 1951. Partial Index 


*Tuberculin Reactions in Tuberculous Reinfection. G. Costantini and 
A. Alberani.—p. 65. 

Some Modern Aspects of Tuberculous Allergy. M. Anzalone.—p. 76. 

Electrocardiogram in Tuberculous Toxemia. T. Lubich and G. Faenzi. 
—p. 89. 


Tuberculin Reactions in Tuberculous Reinfection.—A study of 
skin reactions occurring after intradermal injection of old tuber- 
culin was made in 260 adults, of whom 57 were healthy mem- 
bers of a staff of a sanatorium, and the rest were patients 
hospitalized in the same sanatorium. Evaluation was based on 
the extent of the erythematous reaction. A reaction with a mini- 
mum diameter of 10 mm. was considered positive. Readings 
were made 24, 48, and 72 hours after the injection. Of 60 
patients with the exudative type of tuberculosis, 47 gave posi- 
tive and 13 gave negative reactions. Of 83 patients with the 
productive type, 70 gave positive and 13 negative reactions. Of 
31 patients with chronic pulmonary tuberculosis, 20 gave posi- 
tive and 11 negative reactions. Of 12 patients with adenopathy 
of the hilus, 10 gave positive and 2 negative reactions. Of 17 
patients with pleurisy, 12 gave positive and 5 negative reactions. 
Many patients with tuberculous lesions gave negative reactions 
to the intracutaneous tuberculin test, despite the fact that influ- 
enza, malaria, neoplasms, and hepatic lesions, considered to be 
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anergizing factors in patients with tuberculosis, were not present. 
Various theories have been advanced to account for the negative 
tuberculin reactions given by patients with tuberculosis. The 
authors attribute great importance to the person's biological 
condition. Constitutional, genotypic, and endocrine factors, as 
well as the autonomic nervous system, may not only be re- 
sponsible for different aspects of the various forms of tuberculo- 
sis, but may also induce alterations of the allergic condition and 
particularly of the allergic response of the skin. The natural 
defense power against bacterial infection is hereditary and is 
specifically or nonspecifically linked with the biological condi- 
tion of the person subjected to the tuberculin test. Today the 
intracutaneous tuberculin test has lost much of its significance 
with respect to prognosis and diagnosis of tuberculous foci in the 
human organism. The problem needs to be revised. 


Semaine des Hopitaux de Paris 
27:2443-2492 (Aug. 10-14) 1951. Partial Index 


Contribution of Surgical Clinic of Innsbruck to Modern Surgery. B. 
Breitner.—p. 2443. 

*Significance of Gastrectomy with Isolation of Terebrant Duodenal Ulcer 
As Method of Preventing Biliary and Pancreatic Complications. H. 
Finsterer.—p. 2448. 

Chronic Pneumonia and Its Treatment. von Denk.—p. 2452. 


Exclusion Gastrectomy in Terebrant Duodenal Ulcer.—Fin- 
sterer again advocates his method of exclusion gastrectomy, first 
described in 1918, for the treatment of terebrant duodenal ulcer, 
i. e., for an ulcer penetrating in the proximity of the duodenal 
papilla, or penetrating the pancreas over the hepatoduodenal 
ligament. The ulcer is left untouched, while the antrum is sec- 
tioned at about three fingerbreadths from the pylorus. After 
the excision of the mucosa, closure is performed by suture. Fol- 
lowing resection of two-thirds of the stomach an end-to-side 
anastomosis is performed with the first jejunal loop according 
to the Finsterer-Hofmeister technique. This method has a double 
purpose: it reduces the mortality rate of surgical treatment of 
duodenal ulcer and it prevents complications that are likely to 
occur when excision of a terebrant duodenal ulcer is attempted. 
While death resulted in 20 of 615 cases of duodenal ulcer in 
which surgical treatment was instituted during the period 1917 
to 1930, only 9 of 644 patients died who submitted to surgical 
intervention for duodenal ulcer during the period 1930 to 1948. 
The author attributes this improvement in the mortality rate to 
exclusion gastrectomy and states that in a more recent series 
of 250 patients with duodenal ulcer operated on by Plenk and 
Zeihmann, death occurred in only 3 (a mortality rate of 1.2%). 
He urges digital exploration of the extent of the ulcer following 
gastrostomy, and recommends exclusion gastrectomy in cases 
of large ulcers, in which closure of the duodenum according to 
Bsteh’s technique may not be feasible. He emphasizes that the 
frequent occurrence of considerable dilatation of the stomach 
involving nearly exclusively the antrum requires the removal of 
two-thirds to four-fifths, so that only the normal cardiac third 
remains. He advises against adding an enteroanastomosis to the 
end-to-side anastomosis between the stomach stump and the 
jejunum, because it might favor the occurrence of a jejunal peptic 
ulcer. Although exclusion gastrectomy with preservation of the 
pylorus represents a method of treatment only for exceptional 
cases of duodenal ulcer, it makes possible the definite elimina- 
tion of the risks associated with complications such as perfora- 
tion of the common bile duct at the floor of the ulcer or 
perforation of Santorini’s duct. 


27:2591-2626 (Sept. 2-6) 1951 


*Endocrine Disturbances in Course of Cirrhoses: Hepatotesticular Syn- 
drome. J. Olmer, E. Gascard and C. Cros.—p. 2591. 

Contribution to Study of Gynecomastia: Question of Role Played by 
Prolactin in Pathogenesis. H. J. Ernould, A. Fanard, C. Heusghem 
and Damiean-Gillet.—p. 2604. 


Endocrine Disturbances in Cirrhosis.—Of 18 male patients with 
cirrhosis of the liver reported on by the authors in 1938, all had 
a female type of distribution of the pubic hair that is to be 
considered as a definite clinical sign of testicular insufficiency. 
The present paper is a report of 11 additional male patients 
between the ages of 32 and 68 with cirrhosis of the liver, all of 
whom again presented the female type of pubic hair. Gyneco- 
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mastia was present in only one patient. Determination of andro- 
gen and estrogen excretion in a 24 hour collection of the urine 
of these patients showed that in 10 of them the androgen excre- 
tion was between 9 and 10.5 mg., i. e., about the same as that 
observed in normal women. On the contrary, the estrogen ex- 
cretion was either near to normal or slightly increased, and oc- 
casionally pronouncedly increased. The female distribution of 
the pubic hair in these cirrhotic patients is, therefore, the mor- 
phological manifestation of the reduced androgen-estrogen ratio. 
This clinical sign was observed constantly, and it also appeared 
simultaneously with the occurrence of the hepatic lesions or 
shortly thereafter. It may be an aid in differential diagnosis be- 
tween fatty liver and hypertrophic cirrhosis in alcoholics. This 
sign also permits unification of all types of cirrhosis of the liver 
occurring in male patients in one and the same syndrome, i. e., 
in the hepatotesticular syndrome, which may be ranked with the 
general syndrome of adaptation described by Selye. Etiologically, 
the cirrhoses do not form an unequivocal group, since they may 
be infectious, toxic, endocrine, cardiac, pulmonary, splenic, or 
cryptogenetic, but an identical pathogenesis may be considered 
in all cases. Sensitization of the organism by an exogenic factor 
that produces the hepatic lesion must be assumed, because the 
hepatic cells as well as the hepatic mesenchyma are very sensi- 
tive to all types of attack. But this sensitization alone is not 
sufficient. The cirrhogenic process is elicited secondarily by the 
neuroendocrine system, through (1) excessive secretion of corti- 
coids, (2) inhibition of secretion of testicular or adrenal andro- 
gens as a result of diminution of gonadotropic hormones, and 
(3) increase in estrogens, all of which aggravate the initial 
hepatic lesion. It is suggested that male patients with cirrhosis 
of the liver receive treatment with male hormone in addition to 
the classic treatment consisting in a high protein and carbo- 
hydrate and low fat diet, and in administration of sulfurated 
amino acids, lipotropic factors, and vitamin B, C, D, and E. 
The male hormone plays by itself an important part in the pro- 
tein anabolism and thus not only in nutrition but also in cell and 
skin respiration, by favoring the metabolism of sulfur and of 
sulfurated amino acids. 


South African Medical Journal, Cape Town 
25:517-540 (July 28) 1951 


Pott's Disease. C. J. Kaplan.—p. 517. 

*Carcinoma of Cervix: Treatment with Radio-Active Cobalt”: Use of 
Ring Applicators. J. Wakley.—p. 523. 

The Newer Antibioti¢s with Special Reference to Chloromycetin. J. S. 
White.—p. 526. 


Radioactive Cobalt for Carcinoma of Cervix.—Comparing the 
physical properties of radium and radioactive cobalt, Wakley 
shows that radioactive cobalt has certain advantages over radium 
as a source of gamma rays for the treatment of cervical cancer. 
He describes the design, construction and loading of a radio- 
active cobalt ring applicator for use in treatment of carcinoma 
of the cervix. A radioactive cobalt wire is incorporated in the 
applicator. The measurement of the dose rate was carried out by 
direct calibration against a known quantity of radium. 


Ugeskrift for Laeger, Copenhagen 
113:957-982 (July 19) 1951. Partial Index 


*Bronchiectases: Twenty-Seven Cases, 18 Treated Operatively. C. E. P. 


Buus and K. Réjel.—p. 957. 
*Cancer of Biliary Tract: Possibility of Early Diagnosis and Radical Sur- 
gical Treatment. E. H. Larsen, H. Brocks and A. P. Gammelgaard. 


to Motor-Cycle Accidents. O. Kapel.—p. 968. 

Surgery in Bronchiectasis.—Buus and Roijel state that the re- 
sults to date in their cases testify to the value of surgical treat- 
ment of bronchiectasis. The duration of the affection from the 
start of the specific bronchiectatic symptoms or after roent- 
genologic diagnosis to the time of admission averaged 46 weeks 
in the 18 patients operated on, 28 months in the 9 treated con- 
servatively. In the first group, on follow-up after an average 
of 31 months, 1 patient was not traced, 1 was dead from an 
intra-abdominal disorder, 10 were well, 3 were definitely im- 
proved and able to work, 2 were almost completely recovered 
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from the pulmonary symptoms but not fully able to work, and 
only 1 patient showed signs of progression of the bronchiectatic 
process in spite of operation. On follow-up of the nine patients 
not operated on, after an average of two years, one patient was 
not traced, two patients were dead from the pulmonary affection, 
and six were in unfavorable condition. 


Early Diagnosis and Radical Surgical Treatment in Cancer of 
Biliary Tract.—Larsen and his associates report on 44 cases in 
19 men and 25 women, 42 of tumors of the biliary tract, 26 of 
which originated in the papilla of Vater, and 2 of duodenal 
tumor macroscopically not distinguishable from tumors origi- 
nating from the duodenal papilla. The most frequent initial 
symptom was jaundice, sometimes intermittent, which was fol- 
lowed by gastrointestinal symptoms, pain, fatigue, and anorexia; 
later there was jaundice in almost all cases. Enlarged gallbladder 
(Courvoisier’s law) was found in 38% of the cases on external 
palpation, in 80% at operation. Roentgen examination may be 
useful in tumors of Vater’s papilla. As a rule, definite clinical 
diagnosis is not possible. The most important method of ex- 
amination in case of possible tumor in the pancreoduodenal 
region is exploratory laparotomy. Palliative operation does not 
prolong life. Probably about 46% of the tumors of Vater’s 
papilla in this material and 38% of those of other parts of the 
biliary tract were operable on the first admission. 


113:1009-1034 (Aug. 2) 1951. Partial Index 


*Congenital Fibrocystic Disease of Pancreas: I. Review. P. Bastrup- 
Madsen and O. Mortensen.—p. 1009. 
*Id.: Il. Report on 12 Cases. P. Bastrup-Madsen and O. Mortensen. 


—p. 1014. 

Establishment of Trygsin in Feces by Gelatin Film Test. O. Mortensen. 
—p. 1017. 

Artificial Feeding of Children in Arctic Regions. P. H. D. Waagstein. 
—p. 1020. 


Congenital Fibrocystic Disease of Pancreas.—Bastrup-Madsen 
and Mortensen state that congenital fibrocystic disease of the 
pancreas, a hereditary anomaly of development, occurs predomi- 
nantly in infants, about equally often in the two sexes. Pul- 
monary symptoms are prominent. Diagnosis can often be made 
on the basis of the history and ordinary clinical examination. 
Examination of the duodenal secretion will reveal the inability 
of the pancreas to excrete enzymes, but collection of the secre- 
tion is often difficult or impossible in children. Examination of 
the proteolytic activity of the feces may be useful. Roentgen 
examination can support the diagnosis but is not decisive. The 
earliest recognizable manifestation of the disorder is meconium 
ileus in the newborn infant, which is treated operatively. The 
fully developed picture of the disorder, marked by failure to 
gain weight, foul, bulky, and fatty stools, constant cough, and 
recurring pulmonary infection, is usually seen in the first half 
year of life. The characteristic lesions are cystic fibrosis of the 
pancreas and bronchiectasis. Treatment is symptomatic. The pul- 
monary infection is as a rule the immediate cause of death, 
which occurs oftenest in the first year of life. The prognosis may 
not be so unfavorable as it seems today, as probably only the 
gravest and most typical cases are recognized. The disease is 
most readily confused with celiac disease, which, however, rarely 
occurs till toward the end of the first year of life and is not as a 
rule accompanied by pulmonary changes. 


Congenital Fibrocystic Disease of Pancreas.—Of the 12 patients 
with fibrocystic disease of the pancreas treated from 1943 to 
1951, in the Pediatric Division of Aarhus Municipal Hospital, 
11 were children less than a year old, 1 was a child aged 3. In 
eight cases, diagnosis was confirmed at necropsy, in two it was 
supported by demonstration of defective proteolytic activity of 
the feces (film test), and in two the diagnosis was probable. The 
characteristic findings were failure to gain weight, fatty, foul, 
and bulky feces, and symptoms from the respiratory tract, with 
periodic fever. In four cases there was evidence of familial 
occurrence. Most of the children were treated with antibiotics. 
The average length of life after diagnosis was two months. Only — 
one child, treated with aureomycin, was still living four months 
after discharge. The effect of penicillin seems doubtful, but treat- 
ment with aureomycin in two cases gave marked improvement. 


J.A.M.A., Dec. 1, 1951 


BOOK REVIEWS 


Frontal Lobotomy and Affective Behavior: A Neurophysiological Anal- 
ysis. By John FP. Fulton, M.D., Sterling Professor of Physiology, Yale 
University, New Haven, Conn. Cloth. $3. Pp. 159, with 21 illustrations. 
W. W. Norton & Company,, Inc., 101 Fifth Ave., New York 3, 1951. 


This brief monograph represents the Thomas W. Salmon 
memorial lectures delivered by Dr. Fulton before the New York 
Academy of Medicine. The first chapter concerns the historical 
aspects of the relationship of the brain, particularly the frontal 
lobes, to animal behavior. The second chapter deals with the 
relation of the brain, particularly the hypothalamus and the 
cerebral cortex, to autonomic functions (principally visceral and 
vasomotor activities). Chapter 3 discusses the effect on behavior 
of ablation of various parts of the animal brain, while the fourth 
and last chapter concerns the results of frontal lobotomy in man. 

This is an interesting little book and will prove valuable to 
many who are not too familiar with frontal lobotomy and its 
anatomic and physiological background. It is, however, some- 
what superficial in its treatment of the subject and suffers from 
the fact that its author has had little first-hand experience with 
patients who have been treated in this manner. For this reason, 
he is dependent on the formal statements made in the literature 
regarding various observers’ personal opinions and viewpoints. 
These do not always give a complete picture. 

Clinical neurology and psychiatry are deeply indebted to Dr. 
Fulton, who has done more than almost anyone else to popular- 
ize the basic sciences of neuroanatomy and heurophysiology and 
to show the clinician their correlations with his clinical prob- 
lems. He has done that again here. It may be the secret of Dr. 
Fulton's success that he has simplified his presentations and has 
not confused his clinical readers with experimental complexities 
and details beyond their knowledge and experience. 


A Textbook of Medical Conditions for Phy By Joan E. 
Cash, B.A., M.C.S.P. With foreword by Frank D. Howitt, C.V.O., M.A., 
M.D. Cloth. $5. Pp. 350, with illustrations. J. B. Lippincott Company, 
227-231 S. 6th St., Philadelphia 5; Aldine House, 10-13 Bedford St., Lon- 
don, W.C.2; 2083 Guy St., Montreal, 1951. 


The author is a physical therapist who has attempted to write 
a textbook for others in her profession describing the medical 
and neurological conditions encountered by physical therapists. 
The first section is devoted to a discussion of basic pathological 
changes. The other seven parts of the book are devoted to classi- 
fications and descriptions of diseases affecting the various sys- 
tems of the body. In many instances the classifications used are 
oversimplified and not generally accepted. Certainly the discus- 
sions of the pathology involved should have been written by a 
pathologist. The applications of physical medicine to the various 
conditions described are presented briefly and in general terms. 
The few iilustrations that are used are well selected. The plates 
have been well reproduced, and diagrams are clearly presented. 

The material is not sufficiently covered to be a useful reference 
or textbook for student physical therapists. It is of no value for 
physicians in general or those specializing in physical medicine 
and rehabilitation. 


Management of Celiac Disease. By Sidney Valentine Haas, M.D., Pro- 
fessor of Pediatrics and Director of the Department, New York Polyclinic 
Medical School and Hospital, New York, and Merrill Patterson Haas, 
M.D. Cloth. $5. Pp. 188,, with 12 illustrations. J. B. Lippincott Company, 
27-231 S. Sixth St., Philadelphia 5; Aldine House, 10-13 Bedford St., 
London, W.C.2; 2083 Guy St., Montreal, 1951. 


This monograph on celiac disease is the culmination of 25 
years of clinical experience, research investigation, and digest 
of the medical literature by the senior author, prepared in col- 
laboration with his son. Over half of the book is devoted to 
presentation of the many conflicting viewpoints advanced in ex- 
planation of this poorly understood disease since its first descrip- 
tion in modern literature, 63 years ago. The literary review is 


The reviews here published have been prepared by competent authorities 
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done in a very orderly fashion and serves to develop a clear-cut 
picture of the disease and the accumulated scientific facts and 
opinions relating to it. An extensive bibliography is appended. 
The authors then give their own experience with 370 cases which 
were carefully followed, tabulating various effects observed 
after instituting treatment. The therapy found entirely satisfac- 
tory and recommended here is strict dietary control, according 
to carefully proved regimen over an extended period of time. 
Finally, the authors discuss their etiologic hypothesis for this 
perplexing disease, based on observed clinical facts as yet un- 
supported by experimental data. 

This book has concisely presented information of value to 
the practicing physician for the successful treatment of celiac 
disease, with an abundance of bibliographic references of inter- 
est to all investigators in this and related disease fields. 


Atlas der pathologischen Anatomie: Eine Sammlung typischer Krank- 
heitsbilder der menschlichen Organe. Von Dr.med., Dr.med. vet. h.c. 
Robert Réssle und Dr.med Kurt Apitz. Cloth. 87 marks. Pp. 298, with 
564 illustrations. Georg Thieme, Di haldenstrasse 47, (14a) Stuttgart 
O; agents for U. S. A., Grune & Stratton, Inc., 381 Fourth Ave., New 
York 16, 1951. 

This atlas is a welcome addition to the textbooks of patho- 
logic anatemy. It presents separate chapters dealing with the 
various organs except for skin, eye, and ear. The illustrations, 
for the most part colored, are accompanied by pertinent de- 
scriptions and short, stimulating clinical allusions. The book is 
designed not only as an introduction for the student but also 
as an instruction for any physician who begins to specialize in 
learning to view pathological changes and to describe accurately 
the findings. The valuc of this book, written by the present nestor 
of the German school of pathology, lies in the beautiful color 
photographs, the brilliancy and clearness of which are superb. 
The reader gets the impression of dealing with actual material 
from the autopsy table. The specimens are impartially selected 
and typical of the commoner diseases. 

Of course, as would be true of any newly published atlas of 
this type, later editions are likely to carry replacements for the 
few black and white photographs and to contain some more 
uniformly characteristic colored pictures. 

This rather inexpensive book is of great value even for a 
student not familiar with the German language, for the pictures 
speak for themselves. 


Clinical Laboratory Methods. By W. E. Bray, B.A., M.D., Professor of 
Clinical Pathology, University of Virginia, Charlottesville. Fourth edition. 
Cloth. $7.25. Pp. 614, with 137 illustrations. C. V. Mosby Company, 3207 
Washington Bivd., St. Louis 3, 1951. 

This book covers a wide variety of clinical tests, including 
many developed recently. The contents are gathered under the 
following chapters: general rules and examinations of value in 
various cases, urinalysis, hematology, blood chemistry, gastric 
analysis, feces and intestinal parasites, puncture fluid and cere- 
brospinal fluid examination, sputum, bacteriology, mycology, 
water and milk examinations, serology, basal metabolism tests, 
allergy tests, poisons and foreign substances, surgical pathology, 
indicators, stains and removal of stains. 

Spot checking of the directions for performing the tests has 
revealed several defects. In places the directions are incomplete 
and ambiguous, e. g., in the directions for storage of urine 
pending laboratory examination for ascorbic acid. In some in- 
stances inexact and indefinite measurements are fostered by 
failure to specify container size and the use of such units of 
measure as “fingerbreadth.” Examples of antiquated and incon- 
sistent terminology are exemplified in the ascorbic acid tolerance 
test, where the obsolete term cevitamic acid is predominantly 
used. In the test for ascorbic acid in blood, the terms vitamin C, 
cevitamic acid, and ascorbic acid are all used in five short para- 
graphs. Ascorbic acid does not appear in the index. Instead of 
referring to standard reagents available from such agencies as 
the U. S. Pharmacopeia, commercial products are suggested as 
reference standards. 
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The illustrations are numerous and clear; there are directions 
for making up the reagents required; tables of equivalents, 
atomic weights, and normal values in healthy subjects are col- 
lected toward the end of the work; and the index seems 
adequate. 


Causalgia. By Frank H. Mayfield, M.D., Assistant Professor of Clinical 
Surgery, College of Medicine, University of Cincinnati, Cincinnati. Pub- 
lication number 58, American Lecture Series, monograph in American 
Lectures in Neurosurgery. Edited by Michael E. DeBakey, M.D., Professor 
of Surgery and Head of Department of Surgery, Baylor University College 
of Medicine, Houston, Texas, and R. Glen Spurling, M.D., Clinical Pro- 
fessor of Surgery, University of Louisville, Louisville, Kentucky. Neuro- 
surgical Division. Editor, Barnes Woodhall, M.D., Professor of Neuro- 
surgery, Duke Hospital and School of Medicine, Durham, North Carolina. 
Cloth. $2.25. Pp. 65, with 12 illustrations. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publica- 
tions, Ltd., 49 Broad St., Oxford, England; Ryerson Press, 299 Queen St., 
W., Toronto 2B, 1951. 


This small monograph deals with the subject clearly, con- 
cisely, and intelligently. The study is based on 105 cases of 
true causalgia seen in military service and treated by sympa- 
thectomy, plus a lesser untabulated number treated in civilian 
practice. The author emphasizes the opinion that causalgia is a 
clinical entity characterized by pain which is usually burning, 
and is associated with vasomotor and trophic changes; this 
entity follows injury to peripheral nerves. It occurs most fre- 
quently with injury to the median and sciatic nerves; however, 
other nerves may be involved. The probable mechanism is 
thought to be an interaction of impulses between sympathetic 
and sensory fibers at the site of injury. 

The author is of the opinion that the pain can be relieved 
by appropriate sympathectomy. Procaine block of the sym- 
pathetic chain is a valuable diagnostic aid and may also be an 
effective therapeutic agent. Illustrations are added which show 
the commoner technics for procaine block and sympathectomy. 

The book is readable and the material is presented in refresh- 
ing style. 


Micro-Arteriography and Other Radiological Techniques Employed in 
Biological Research. By Alfred E. Barclay, O.B.E., M.D., D.Sc. Cloth. 
$6.75. Pp. 102, with 46 illustrations. Charles C Thomas, Publisher, 301- 
327 E. Lawrence Ave., Springfield, Iil.; Blackwell Scientific Publications, 
Ltd., 49 Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., 
Toronto 2B, 1951. 

This book is an account of Barclay’s work at the Nuffield In- 
stitute of Medical Research, Oxford, in which he adapts and 
develops radiological techniques for use in the experimental! 
laboratory. Particular attention is given, in an autobiographical 
nature, to the development of micro-arteriography. This book 
will be read with great interest by investigators interested in 
laboratory techniques intended for visualization of the vascular 
system. 

The illustrations are deserving of a special commendation. 
These illustrations alone, showing micro-arteriographs of sec- 
tions of a rabbit's kidney, the mucous membrane of the 
stomach, an arteriogram of the arterial supply of the testes of 
the Danna Wallaby, and others, should be of particular interest 
to the anatomist and physiologist. Because of the highly special- 
ized nature of the techniques developed, this book will be utilized 
and appreciated mostly by those investigators concerned with 
visualizing the vascular system. 


Atlas of Cross Section Anatomy of the Brain: Guide to the Study of 
Morphology and Fiber Tracts of the Human Brain. Fifth section of Emil 
Villiger’s Brain and Spinal Cord, fourteenth edition revised by Eugen Lud- 
wig, Professor of Anatomy, University of Basel. Atlas further revised by 
A. T. Rasmussen, Professor of Anatomy, University of Minnesota, Minne- 
apolis. Cloth, loose-leaf. $5. With 63 plates. Blakiston Company (divi- 
sion of Doubleday & Company, Inc.), 1012 Walnut St., Philadelphia 5, 1951. 


For many years medical students and others interested in 
studying the fiber pathways of the brain have turned to Villiger 
for reliable and well presented information. This is a reprint 
of that classic atlas. It is well done. In addition, Dr. Rasmussen 
has added 11 sagittal sections of the brain, which he has pre- 
_ pared from his own collection. This is a valuable addition to 
the cross-sections of the original work. Dr. Rasmussen has done 
much to aid the teaching of neuroanatomy as well as to instruct 
many students in this field personally. This is another of his 
worth-while contributions to the subject. 
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Medicinal Chemistry: Chemistry, Biochemistry, Therapeutic and Pharma- 
cological Action of Natural and Synthetic Drugs. By Alfred Burger, Asso- 
ciate Professor of Chemistry, University of Virginia, Charlottesville. Vol- 
ume I, Cloth. $10. Pp. 577. Interscience Publishers, Inc., 250 Fifth Ave., 
New York 1; Interscience Publishers, Ltd., 2a Southampton Row, London, 
W.C.1, 1951. 

Chemists have for many years determined the structures of 
naturally occurring medicinals, synthesized compounds for pos- 
sible use as drugs, and speculated on the relations between chemi- 
cal structure and pharmacologic activity and on the exact 
mechanisms of the actions of drugs in the body. It is only re- 
cently, however, that medicinal chemistry has achieved status 
as a separate branch of chemistry. 

Now that medicinal chemistry is recognized and medicinal 
chemists have a place on the research teams that develop, test, 
and put into production new pharmaceuticals, there is a demand 
for courses in the subject. Dr. Burger's is one of the first textbooks 
for such a course. Like any pioneer, Dr. Burger has had to col- 
lect and condense a vast amount of scattered material. The extent 
of his task is indicated by the number of references cited, even 
though he has not attempted to be complete. It is, therefore, 
not surprising that the work seems to be uneven. In the body, 
where he deals with classes of drugs—general and local anes- 
thetics, hypnotics and sedatives, anticonvulsant drugs, analgetics, 
analeptics, cardiovascular drugs, parenteral fluid therapy, 
diuretics, anticoagulants, drugs affecting the gastrointestinal 
tract, expectorants, adrenergic drugs, adrenergic blocking agents, 
parasympathetic stimulants, curare and curariform drugs, anti- 
spasmodics, histamine and antihistaminic drugs, diagnostic 
agents, thyroxine and antithyroid drugs, drugs for the treatment 
of cancer and the vitamins—the work is clear and interesting. 
In the introductory chapters—on the relationships of biological 
activity to chemical structure and physical properties, the bio- 
logical study of drugs, and the restricted response of cells to 
drugs—the work often is involved, unclear, and out-of-date. 


Special mention should be made of the interesting chapter 
dealing with the history of medicinal chemistry, which contains 
a long chronological table, starting with 1850, summarizing chief 
developments. Complete structural formulas are used wherever 
required throughout the text. Generic and full chemical names 
are employed in the body of the work; however, in the index, 
trade names of drugs also are included and are distinguished 
from generic names by the use of *. Three introductory pages 
tell the difficulties arising from the present confused state of 
drug nomenclature. 

The text has faults in organization, grammar and logic, as 
well as a few “printer's errors.” However, these should not 
greatly handicap the student already well grounded in biological 
sciences and chemistry. The printing and binding are good. 


Chronology of Ophthalmic Development: An Outline Summary of the 
Anatomical and Functional Development of the Visual Mechanism Before 
and After Birth. By Arthur H. Keeney. Publication number 99, American 
Lecture Series, monograph in American Lectures in Surgery. Edited by 
Michael E. DeBakey, M.D., Professor of Surgery and Chairman, Depart- 
ment of Surgery, College of Medicine, Baylor University, Houston, Texas, 
and R. Glen Spurling, M.D., Clinical Professor of Surgery, University of 
Louisville, Louisville, Kentucky. Ophthalmology Division. Editor, Donald 
J. Lyle, M.D., F.A.C.S., Professor of Ophthalmology, College of Medicine, 
University of Cincinnati, Cincinnati. Paper. $2. Pp. 22, with 3 charts. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; 
Blackwell Scientific Publications, Ltd., 49 Broad St., Oxford, England; 
Ryerson Press, 299 Queen St., W., Toronto 2B, 1951. 


This small paper-covered booklet is issued as publication no. 
99 of the American Lecture Series, with Dr. Donald J. Lyle 
serving as editor for the ophthalmology division. The text 
is limited to a few pages of introduction and a listing of the func- 
tional development of vision and binocularity from the third 
fetal month to the ninth year of life. The major contribution 
of this publication lies in the three large tables showing the de- 
velopment of various portions of the eye and orbit during pre- 
natal and postnatal life, making possible a correlation between 
the development of the various parts at any given period. 

The author does not claim to have added much that is new, 
but he has succeeded in placing this embryological and develop- 
mental material in a conveniently accessible form. To one with 
some knowledge of ocular embryology, it is a publication of 
value for reference and review. 


J.A.M.A., Dec. 1, 1951 


QUERIES AND MINOR NOTES 


TRAINING TABLE DIETS AND SWIMMING 

To THE Eprror:—Please discuss athletic training table diets for 
both aquatic and land sports, giving specific suggestions for 
the meal immediately preceding an athletic event. Also give 
me information on the difference between muscular training 
in aquatic sports and that in land sports. Some swimming 
coaches eschew intensive “dry” exercise because it “tightens 
the muscles.” M.D., Michigan. 


ANSWER.—"“The Trainer's Bible,” by Dr. S. E. Billik (New 
York, T. J. Reed and Company, 1946), is one of the few books 
on athletic training prepared by a medical writer. It contains a 
chapter on “Diet in Athletics.” 

In general the best diet for the athlete is the same good diet 
as that recommended for any person of like age with a similar 
work output. There is a dearth of scientific information relative 
to the kind of meal most desirable immediately preceding an 
athletic event. Available evidence appears to indicate that severe 
exercise in itself has little effect on digestion but that the strong 
emotions connected with competition in even the milder types 
of sports may upset digestion and impede high-level perform- 
ance. Consequently coaches prefer that their athletes eat two to 
three hours prior to game time, the meal consisting of easily 
digested foods that at the same time will furnish the energy 
necessary for strenuous physical activity. A typical pregame 
menu might include lean meat or eggs, baked potato or toast, 
milk, tea, coffee, or cocoa, and fully ripe fresh fruits. Since the 
passage of food through the gastrointestinal tract generally takes 
more than 24 hours, it is considered desirable to omit foods 
containing large amounts of roughage, such as fibrous vegetables, 
from the diet during this period. Individual preference for and 
reaction to various types of foods are most important, and the 
foods one is accustomed to must be taken into account. As a 
general rule the high-strung, sensitive type of athlete will be 
happiest with a lighter meal eaten longer in advance of a contest 
than will his less emotional teammate. There is, as far as known, 
no reason to recommend differentiation of these principles for 
land and aquatic sports. 

Swimming coaches place great emphasis on relaxation. The 
ability to attain a completely relaxed style has been labeled by 
some successful coaches as the key to good swimming. Conse- 
quently there has been a feeling that, while stretching exercises, 
especially during the early training season, can be helpful, any 
exercises requiring muscles to maintain fixation in a shortened 
state under tension for prolonged periods would be contraindi- 
cated during the competitive season. In general, training for one 
skill makes little contribution to performance in a different skill. 
There are differences in speed, force, and pattern of movements 
with each skill demanding varying neuromuscular discrimina- 
tions and organic adjustments. Training for one sport and even 
for events or positions of that sport are specific to the sport and 
its events or playing positions. For this reason the best training 
for swimming is swimming and the best training for its events 
is training for particular distances and kinds of strokes. While 
swimming does not demand great strength, a high degree of 
strength will allow the use of less musculature for each stroke 
and permit the swimmer to maintain a higher speed over a longer 
time. Therefore, heavy developmental exercises out-of-season 
have been found useful in bettering swimming performance. 
However, the use of such activities to improve strength and 
endurance should be confined to periods between competitive 
seasons. 
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PREGNANCY AFTER FIRST ACT OF INTERCOURSE 


To tHE Eptror:—What is the possibility of a girl’s becoming 
pregnant the first time she has intercourse? Do most girls find 
this first experience painful even though the hymen has been 
broken in an instance other than intercourse? What are the 
possibilities of a girl’s becoming pregnant the 21st day follow- 
ing the first day of her last menstruation? _D., Nebraska. 


ANSWER.—A girl may become pregnant the first time she has 
intercourse if she has ovulated recently or if she ovulates soon 
after intercourse and if the coital partner is fertile. Most girls do 
not find the experience painful if the hymen has been ruptured 
and stretched adequately to admit the penis. This, of course, 
brings up many problems. Psychic elements may cause the girl 
to experience pain, especially if the experience is against her will. 

Ovulation probably may occur at any time in the cycle on 
certain occasions and it possibly may occur with intercourse (as 
in the rabbit) but the best proof available today would indicate 
that ovulation more frequently occurs about 14 days before 
the expected menstrual period and that this concept is more 
accurate than any method of determining ovulation following a 
period. In other words, the menstrual period per se does not 
cause Ovulation but ovulation causes menstruation in about 14 
days unless pregnancy supervenes. 

In a series of patients operated on by Dr. John Brewer, ovula- 
tion was found to occur at most any time in the cycle, but it 
was uncommon both early and late; as the midportion of the 
cycle was reached, ovulation was found to have occurred in 
larger numbers; the peak was reached in the midportion of a 
28-day cycle, or 14 days prior to menstruation. 

The age of the patient was not stated. It is believed that many 
girls do not ovulate for a year or two after the onset of so-called 
menstruation but that the periods are a form of anovulatory 
bleeding which may last a short or long period until regular 
ovulation occurs, leading to a regular menstrual cycle. 

A woman could become pregnant on the 21st day following 
her last period if her cycle were 35 days—in other words, this 
would be the 14th day before the expected period—or ovulation 
could have occurred on the 2lst day of a regular cycle. An 
exact statement is difficult to make, because, if pregnancy occurs, 
one never knows when the period would have occurred. 


HYSTERECTOMY 
To tHe Eprror:—A woman, 50, was operated on for bleeding 
fibroids. The surgeon did a total hysterectomy. The cervix and 
the ovaries were normal. Is the cervix important for the sup- 
port of the pelvic floor? Would it not be more proper to make 
a subtotal hysterectomy and not remove the ovaries? 
M.D., New York. 


ANSWER.—There is disagreement on both of these subjects. 
The vaginal total hysterectomy without plastic procedures and 
the total abdominal hysterectomy are considered by some the 
safest procedures with respect to morbidity and mortality. The 
supracervical or subtotal operation is attended with the highest 
morbidity, because in this operation one cuts across the cervix, 
an organ frequently harboring infection. One practically never 
sees a normal cervix even in a virgin; most of them show evi- 
dence of endocervicitis on microscopic section. The cervix is of 
no importance in the support of the pelvic floor and neither are 
the round ligaments. The cardinal and uterosacral ligaments 
are apparently important in the support of the pelvic floor. 

One does not usually leave the cervix in a vaginal hyster- 
ectomy, so that there would seem to be no reason for leaving 
it in when removing the uterus from above. Much of this dis- 
agreement arises from failure to evaluate the amount of relaxa- 
tion before surgery. This can easily be done by having the patient 
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strain down with a tenaculum pulling on the cervix. Often, if 
the patient stands up and strains with the tenaculum pulling on 
the cervix, considerable degrees of prolapse will be elicited. If 
present, then plastic procedures can be employed to support the 
pelvic floor. Vaginal hysterectomy, combined with vaginal plastic 
procedures, is commonly employed even with morcellation of 
the tumors if necessary. Occasionally it is expedient to start the 
hysterectomy vaginally, amputate the cervix, complete the plas- 
tic procedure, and then remove the large tumor and fundus 
abdominally. Carcinoma of the cervical stump is one reason 
for routinely removing the cervix. 

Careful questioning of patients subjected to complete hyster- 
ectomy reveals that the cervix apparently plays no part in the 
enjoyment of intercourse, nor is it necessary for lubrication. The 
question of whether to remove the ovaries causes much argu- 
ment. Many do not believe in removing the ovaries unless they 
are diseased. Others believe in removing them after age 45. 
Perhaps a better rule would be to remove them only after the 
menopause was over. 


ALLERGY 

To THE Epiror:—Where can I get the best materials for testing 
patients for etiology of allergy. Since 1 am in general practice 
please discuss relative values of one type of testing, e. g., 
intradermal, as against patch testing. What can be done when 
the allergic symptoms are activated by “colds”? Where can 
one procure the most reliable type of material for specific 
desensitization, e. g., food desensitization? 

M.D., Pennsylvania. 


ANSWER.—1. Satisfactory extracts for allergy testing may be 
obtained from several laboratories. Among these are Abbott 
Laboratories, North Chicago, Ill.; Arlington Laboratories, 
Yonkers, N. Y.; and Hollister-Stier Laboratories, Spokane, 
Wash. 2. Patch testing is done only when contact dermatitis 
is involved. For the atopic allergies (e. g., asthma, hay fever, 
and atopic dermatitis) either scratch or intradermal testing is 
indicated. Scratch tests are less painful, are quicker, show a 
higher correlation with clinical findings, and are safer. Intra- 
dermal tests are more sensitive and may thus enable one to 
make specific diagnoses when scratch tests fail; however, they 
are dangerous, particularly in the hands of other than experts, 
and should be preceded by scratch tests. For more detailed com- 
parison of the two methods the reader is referred to a work by 
Feinberg (Allergy in Practice, ed. 2, Chicago, The Year Book 
Publishers, Inc., 1946). 

3. It is presumed that the inquirer has in mind the procedure 
for prevention of asthma following colds. In such cases, as soon 
as a cold is evident, small doses of ephedrine and iodides may 
prevent the onset of severe asthma. A course of treatment with 
a vaccine made from the usual bacterial flora of the respiratory 
tract may minimize the bacterial inflammation in the bronchi 
secondary to colds and may thus prevent asthma. When an 
allergic etiology is present (inhalant substances or foods), the 
elimination cf these agents frequently deprives the colds of their 
asthma-producing tendencies. 4. The same source can supply 
extracts to be used in desensitization and in diagnosis. Food de- 
sensitization should not be done hypodermically, unless the food 
is in the form of a dust, such as flour, which is a cause of asthma 
in bakers. If desensitization to food is required, the oral method 
is utilized, the patient ingesting small and gradually increasing 
amounts of the actual foods daily. 


WARTS OF THE TONGUE 

To THe Epiror:—/ would like to know how much formaldehyde 
I could use in honey for venereal warts of the tongue and 
mouth as a swab. I have tried aureomycin and penicillin with 
no results. Albert C. Lundgren, M.D., Minneapolis. 


ANSWER.—Formaldehyde is used usually in concentrations 


of 3% to 10% and should be used with great caution on an 
area such as the tongue. Lynch and Karon, who recently re- 
ported on a large experience with the use of formaldehyde oint- 
ment for warts (Arch. Dermat. & Syph. 62:803 [Dec.] 1950) 
stated that it should not be used for condylomas; they prefer 
podophyllum resin instead. 
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OXYGEN CONTENT OF ARTERIAL BLOOD 

To THE Epitor:—Has there been any improvement in apparatus 
and method for analyzing arterial blood for oxygen concentra- 
tion? What would be the clinical symptoms of a 90, 85, 80, 
75, 70, 65, and 60% concentration? Has any research been 
done with animals to determine how low the oxygen satura- 
tion would have to go to cause death? What drop in arterial 
blood oxygen would there be if a person held his breath for 
one minute? What would be the usual blood oxygen in a 
patient dying from anoxia? Would there be any drop in blood 
oxygen in extreme physical exhaustion? 

T. A. Taylor, M.D., Lufkin, Texas. 


ANSWER.—1. The methods used for determining oxygen con- 
tent of arterial blood are both direct and indirect. The Van 
Slyke and Neill method on drawn blood is still standard and, 
when properly executed, is accurate to 0.1 vol. %. The recent 
Scholander micromodification is quicker and simpler and re- 
quires as little as 0.1 ml. of blood; it is sufficiently accurate for 
most purposes. Indirect determinations can be made on arterial 
blood in the intact ear by the use of the oximeter, a photo- 
electric device having an accuracy in the range of plus or minus 
5 to 10%. 

2. Ciinical symptoms of normal subjects breathing low 
oxygen mixtures are essentially as follows, when related to 
arterial oxygen saturation: 90%—no symptoms (but there is 
impairment of night vision and the appearance of slow waves 
in the electroencephalogram; 85%—central nervous system 
symptoms of euphoria, impairment of judgment, sleepiness, 
headache, dizziness, personality changes resembling alcoholic 
intoxication, incoordination of finer muscular movements, 
shrinking visual fields, increase in heart rate and respiration, 
and beginning cyanosis; 80-70%—above symptoms and signs 
progressively exaggerated; and 65% —hyperventilation alkalosis, 
often.with tetany or convulsions, collapse, and coma. A small 
proportion of persons would die after perhaps 30 minutes. 
These are average effects on normal persons during acute ex- 
posure. Slowly developing hypoxia brings into play processes 
of acclimatization, and clinical states involve variables that 
make effects relatively unpredictable. 

3. Most animals withstand hypoxia better than man. In nor- 
mal humans, under the above conditions and subject to the same 
qualifications, the lethal range of arterial oxygen saturation lies 
at about 50 to 65%. 

4. Holding the breath for one minute or exercising to extreme 
physical exhaustion lowers arterial oxygen saturation to about 
90%, which corresponds to an arterial oxygen content (assum- 
ing 15 gm. % hemoglobin) of about 18 vol. %. 


MECHANICAL URTICARIA OR EDEMA 

To THE Epiror:—A male patient has a traumatic allergy. lf he 
uses a hammer, his hands swell so that he cannot grasp the 
hammer. If a weight is placed on his shoulder, such as a car- 
rying bar, the same swelling occurs. lf he lies on his side to 
repair a piece of machinery, his thigh becomes swollen. Since 
he is a mechanic the condition is serious to him. What treat- 
ment can be given? He has been to one of the larger medical 
clinics, and they have advised work that is less traumatizing, 
but this is not feasible economically. M.D., Indiana. 


ANSWER.—The condition described is related to dermograph- 
ism and to other types of physical hypersensitivity. It is doubtful 
that this is a true allergy, i. e., a specific antigen-antibody 
reaction. More likely it is an exaggerated expression of a normal 
phenomenon. If the trauma is intense enough (catching a fast- 
pitched baseball with the bare hand, or striking the skin with the 
old hickory rod) a swelling or welting will be produced. Some 
persons respond similarly to milder mechanical stimuli. The 
swellings in both instances are thought to be produced by in- 
creased capillary permeability and serous effusion due to release 
of histamine by the trauma. Antihistamines used prophylactically 
may be helpful. Vasoconstrictors, particularly ephedrine, may 
also help. It is possible that rutin or large doses of vitamin C 
might also be effective. 
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DIABETES IN CHILDHOOD 

To tHe Eprror:—J/n April, 1951, a previously healthy 82 year 
old boy had nocturnal enuresis of three weeks’ duration. 
Urinalysis showed above 2% sugar and 1+. acetone. Blood 
sugar during the following two weeks ranged from 215 mg. per 
100 cc. fasting to 400 mg. in the third hour of a glucose toler- 
ance test. Blood sugar in the fourth hour of this test was 291 
mg. The only other finding was moderate suppurative naso- 
pharyngitis, requiring penicillin administration. Glycosuria 
was controlled with a 2,000 calorie diet containing about 200 
gm. of carbohydrate, 65 gm. of protein, and 100 gm. of fat, 
with 30 units of protamine zinc insulin each morning. There 
has been minimal acidosis. During his post-hospital observa- 
tion, he occasionally had symptoms of hyperinsulinism, with 
afternoon blood sugar level as low as 55 mg. The dose 
was steadily decreased to five units of protamine zinc insulin 
daily, with the same diet. An occasional blood sugar reading 
with, or without, this small insulin dosage in the subsequent 
weeks varied between 70 and 140 mg. The patient’s weight 
has varied no more than 2 |b. (0.9 kg.) in the past six weeks, 
and has beeen around 68 Ib. (30.8 kg.); his height is 50 in. 
(127 cm.). Does this rather wide fluctuation in the clinical pic- 
ture represent a remission in true diabetes mellitus or are there 
known occurrences of transient pathology in the pancreas fol- 
lowed by complete restoration of function? There is no 
diabetic family history. 

L. Maxwell Lide, M.D., Florence, S. C. 


ANSWER.—This child has diabetes, and diabetes as yet is not 
curable. Insulin is needed by every diabetic child. Frequently, 
if the case is diagnosed early and aggressively handled, children 
do especially well, so well that even those with long experience 
with diabetes are deceived. Umber noted years ago the good 
effects of iéberinsulinierung—overinsulinization—and Brush 
wrote about it, advising it, but unfortunately he has not pub- 
lished a subsequent paper. Repeatedly one is tempted to give 
up insulin. This should definitely not be done in a case:like this. 
Insulin should be continued, even if only token dosage is used. 
The present diet, carbohydrate 200, protein 65, fat 100 gm., is 
good; the carbohydrate restriction should be continued for life, 
with protein and fat adjusted as necessary. It would be helpful 
to other physicians if the questioner would report this case in 
this section in six months. 


PRURITUS ANI 

To THE Eprror:—A patient complains of pruritus ani, occur- 
ring several times a day. He has the sensation of wanting his 
bowels to move, but when he tries to have a bowel movement 
he is unsuccessful and the anal region becomes moist. This 
irritates him very much. Anal and rectal examination includ- 
ing a sigmoidoscopy is almost normal. | would appreciate 
suggestions. M.D., Texas. 


ANSWER.—The sensation of “wanting his bowels to move” 
probably indicates the presence of feces in the rectum. The un- 
successful bowel movement may indicate muscle spasm. The 
leakage of mucus and pruritus ani are characteristic in many 
cases of fecal retention. However, in these cases there usually is a 
local pathological condition, such as cryptitis and papillomas. 
This condition may appear relatively minimal to the casual 
examiner. It is therefore important that a careful anal, rectal, 
and sigmoidoscopic examination be performed. Particular atten- 
tion must be paid to the crypt area. Evidence of inflammatory 
change in the crypts would indicate the necessity for surgical 
intervention. Spasticity of the musculature, or pectenosis (a scar 
tissue band overlying the muscle and preventing proper relaxa- 
tion) may be etiological factors. 

It is impossible to advise therapy without adequate diagnostic 
study. However, if there is fecal retention, an instillation of 
mineral oil, about 3 oz. (90 cc.) before attempting defecation, 
will usually result in a successful, painless, non-irritating bowel 
movement. It is best not to take oil by mouth in these condi- 
tions. The oil leakage becomes a source of irritation. The oil 
instillation described may be given by an infant-type bulb 
syringe and a well-lubricated rectal catheter. The oil need not 
be retained, but may be immediately expelled. 


J.A.M.A., Dec. 1, 1951 


The perianal area must be kept continuously dry and clean. 
After each bowel movement it should be washed with warm 
water and a bland, non-perfumed soap. It should then be sprayed 
or washed with cold water and patted dry. Toilet tissue should 
never be used. The area should then be powdered with corn 
starch powder and such powder and a powder puff carried about 
during the day for repeated application. All local pathological 
lesions should be removed concurrently with the above treat- 
ment. If response to this therapy is inadequate, consultation with 
a proctologist should be sought. 


CONGENITAL ARTERIOVENOUS FISTULAS 


To tHe Eprror:—A 39 year old woman has a congenital 
aneurysm involving the vaginal and middle hemorrhoidal 
branches of the right hypogastric artery. The aneurysm was 
about 3 in. in its largest diameter, and a strong pulsation was 
felt through vaginal and rectal walls. 1 should appreciate in- 
formation about case reports on surgical removal of a hypo- 
gastric (or internal iliac) aneurysm. 

Arthur J. Lesser, M.D., Los Angeles. 


ANSWER.—Congenital arteriovenous fistulas may occur in 
any location, but a report of this condition at the site mentioned 
has not been found. It has been known to follow prolonged 
labor, in which case it would be of traumatic origin like most 
arteriovenous aneurysms. It is possible that this condition began 
as a hemangioma and progressed to a type of arteriovenous 
aneurysm with multiple communications. If such is the case, its 
excision might well be extremely hazardous or even impossible. 
In any event, excision should be attempted only after temporary 
occlusion of both hypogastric (internal iliac) arteries. 


CAUSE OF BARTHOLINITIS 

To tHe Eprror:—I/ have seen several cases of bartholinitis in 
single women aged 40 to 45. Some physicians say that this 
disorder does not occur in single women. Textbooks state that 
it is gonorrheal in origin in 75% of cases. Please clarify the 


present attitude of gynecologists on the cause of this condi- . 


tion. Do they believe it occurs in single women of good 
morals? M.D., Illinois. 


ANSWER.—Almost all gynecologists are agreed that the com- 
mon infecting organism in bartholinitis is the Gonococcus, but 
that a small proportion of cases is due to other organisms, such 
as the Staphylococcus, diphtheroid organisms, Bacillus crassus, 
and, though rather rarely, such parasites as Trichomonas vagin- 
alis. Statistics on the incidence of the various groups do not seem 
to be available, but it seems that the gonorrheal group makes 
up more than 75%. Gonorrheal bartholinitis can certainly occur 
in single women, since the gonococcus is no respecter of human 
marriage vows, and other infectious organisms may be found 
in either the married or the single, even those of good morals. 


SENSITIVITY TO IODINE 

To tHe Eprror:—A patient has a dermatologic iodine sensi- 
tivity, sufficiently severe so that use of an iodized prickly heat 
powder once caused severe dermatitis. There are clinical in- 
dications for cholecystography. The result of a conjunctival 
test with iodopyracet (diodrast®) is negative. Please advise as 
to the dangers of reaction if oral cholecystography is per- 
formed with iodoalphionic acid. M.D., Virginia. 


ANSWER.—Reactions due to hypersensitivity to iodine, though 
usually mild, may sometimes be very severe. In fact, there have 
been a few fatal reactions recorded. The administration of iodine 
in this case, even though the result of the conjunctival test is 
negative, would be hazardous and open to criticism. 


CORRECTION 

Chlorophyll and Chlorophyllin.—In the query and answer en- 
titled “Chlorophyll” published in THE JourNnaL, September 1, 
page 99, the term “chlorophyllin” should have been used instead 
of “chlorophyll.” Chlorophyll as it naturally exists in plants is 
an oil-soluble substance, relatively unassimilable in the alimen- 
tary tract. Chlorophyllin is a water-soluble salt of chlorophyll. 


